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CLINIC or DR E \\"YLL\S \NDREUS 

St Lukf s Hospital 

CHOLECYSTECTOMY AND THE MANAGEMENT OF THE 
PROXIMAL STUMP OF THE CYSTIC DUCT 

Summary Reasons for and aga nst cholecystectomy— -recurrence of symp- 
toms folio ng ecto ny ted ncuhehn nm zes postoperat e com 
pi cat ons 

In tins patient the conditions require a cholec>stectoni\ or 
removal of the diseased gall bladder packed with stones rather 
than simple section and removal of the stones 

Inasmuch as the walls of this disten led gall bladder are 
thickened and maj contam the nuclei of future stones and as 
there are no contramdications we prefer the ectomj lest 
this organ should keep up a biliary fistula or again become septic 
and require operation 

We are now confronted vvitb some of the obstacles and 
objections hitherto pertainmg to cholecj stectomj In the first 
place removal of this organ does not give immunity from 
recurrence Nevt it ma> be that m so removing it we deprive 
ourselves of a useful appendage should we later require drainage 
of the gall tracts either externally or b> a cholecjstenterostomy 
into the intestine Secondary operations are often easier if the 
gall bladder has not been removed But m spite of these objec 
tions our routine in this type of case is total extirpation of the 
gallbladder One form of recurrence after ectomics is the 
surprising appearance of what seems like a new gallbladder 
We knov nov that this is only the dilated proximal stump of 
the c>stic duct which in the course of months or j ears maj be 
dilated into a cj-stic caviiy resembling the ofd gall bladder 
The results of our work have been mticli botler since we rmid 
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attention to the radical ^emo^aI not onI\ of the galibkdder 
but also the entire length of the cj'ctic duct As this u a «mall 
tube somewhat tortuous and in certain ca«es obhterated it is 



pg 6 — Cj-St c duct straightened by tract on and Lgated clcwe to common 
duct 


b) no means easj to be «ure tve hate amputated u at the actual 
juncUon point with the choledochus The technic which I non 
show IS a simple and easj method of en unng its total remos-al 
^ }OU Inow the bent forceps u«uall> placed upon the duct 
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can be applied either Mrith or tvithout a subperitoneal dissection, 
that is, we may damp the whole pedide or ^ve may split the 
serosa and isolate the cystic artery and cystic duct so as to 
ensure that only these structures are seized. The latter is the 
method of choice of all careful surgeons, inasmuch as damping 
the ligament without first opening the peritoneal fold, as one 
would seize the broad ligament in a hysterectomy, involves some 
danger of injury to the common duct. The technic 1 now 
employ indudes the use of the damp for the distal side only. 




Fig 77 Call bladder in process of enucleation, i, pentoneum dosed 
over s)te of gall bladder. 

and, as you note, a fine aneurysm needle ■with ligature on the 
pronmal side which I lie firmly before dividing the duct. As 
you see (Fig 76), I now have this duct anchored to the silk 
ligature, and as I make traction upon it can gradually free it 
cltaniy down to the wall of the common duct You will notice 
that it is angulated and sUgbUy longer than we would expect, 
that it Ues almost in contact and paraUel to the common duct 
for 1 to 2 cm Now, had 1 grasped it along its insertion with 
these duct forcei«, I would have bad to leave either a con. 
siderable piece behind or else injure the common duct with the 
edge of the forceps, but as I stretch with the traction of this 
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ligature, I can bnng it cotopletely into vieiv, and I can now matr; 
a second amputation under the ligature ^ ery dose to the outlet 
This will complete the removal in this case, but in many other 
instances I deem it better not to bgate, but to cut it dose and 
mtroduce a probe, split the common duct and explore it in both 
directions, mtroduong then a T-sbaped tube which will pcnmt 
of choledochus drainage during the after treatment 

The remaining steps of the operation are a separate ligation 
of the cystic artery and the subserous enudeabon of the body 
and fundus of the gall bladder with dosure of the pentoncal 
flaps so as to obbterate the raw surface next to the hi'er (Fig 77) 
In this case I 'Ball dose the wound without drainage, as I feel 
sure that the sutured (5-stic duct, agam reinforced with pen 
toneal co\ enng will not leak bile after absorption of the hga 
tore This has been ad\ ocated by WUha, of Kidnnocd, and is 
no more to be condemned than a 'imilar procedure with the 
vermiform appendix or fallopian tube But it is not well 
adapted to cases of cholangitis or severe septis in which I feel 
it b«t to dram — preferably through a stab wound just in front 
of the right kidney — lest the pentoncal stump leak some bile 
during the healing 



USE OF KANGAROO TENDON AND SPUN THREADS OF 

TENDON AS SUBSTITUTES FOR CATGUT 

I vnsH to call your attention m this operation of simple 
inguinal herniotomy to the technic of the animal Ugature em 
ployed Throughout this operation I shall use no catgut but 
only kangaroo tendon m the fonn of natural strands and also 
in the form of spun tendon fiber for smaller sutures and Iiga 
tures For the deep rows of sutures I am usmg four mattress 
stitches of kangaroo which you see is very stout and com 
posed of parallel fibers The tendon which I hold up is thor 
oughly dry having been taken from strong alcohol and as you 
notice IS very coarse and sphts spontaneously into three fairly 
large threads Each of these threads is larger and much stronger 
than No 2 chromic catgut so that this one specimen of tendon 
furnishes three strong sutures 

Up to about a year ago I used the tendon only for the deep 
TOW of sutures m henuotomy the outer rows and vessel hgalures 
bemg catgut Inasmuch as numerous cases of defective catgut 
have been reported from many of our best dimes especially 
during the past winter we became dissatisfied with chromiazed 
catgut and I made my second row also of the tendon choosmg 
the slender strands In the course of sphtting these strands I 
noticed the tendency of the material to shred mto small skeins 
of cottony fiber which could readily be spun mto a compara 
lively smooth type of thread By combing poundmg and 
teasing we soon found that we could convert dry kangaroo 
tendon mto a material resemblmg loose silk or cotton fiber 
that is small skeins of fine filaments These in turn could 
be spun by twisting with the fingers mto fairly uniform thr<»ad«i 
of a suffiaent length havmg great strength and we have sub- 
stituted such threads for Ugatures and sutures m various opera 
tions thus domg away entuely with the use of catgut in wounds 
It IS true that most of out troubles have been from the chemical 

VOU J— iS 
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untatum of tlie catgut, and some gut has been very good, but 
I have found the results consistently better with tendon, and 
I am posibw that we have far less local and general reaction, 
and practically never serous or purulent coUecboas around the 
knots or ligatures 

It would be comparativEly simple to manufacture this «pun 
thread by machinery, and I have such threads prepared for my 
dime m such quantity that they can be kept on spools and reels 
like ordinary catguL In the meantime we ate thoroughly con 
verted to the idea of keeping chromiozed lodired or formalized 
catgut Out of our patient’s wounds, and do not expect ever to 
return to their use 



MULTIPLE DRILLING OF FRACTURES— AN OLD- 
FASHIONED operation revised 

Summaty Failure oi the * Lane technic to insure aseptic healing the 
Parham Martin band as a cause of "0“ Bramard drill— 

technic — twenty holes better than tefl 

Titk complications and drawbacks to the use of plates and 
foreign bodies in simple fractures d tbe long bones are far too 
common In assisting in the preparation of the monumental 
book of Dr Kellogg Speed on Fractures and Bone Injunes the 
water and. I, working in. two hospitals used Lane plates^ intra- 
medullary bone-pegs, and PaxhaiU Martin bands in upward of 
a thousand recent injuries Knot^g that m the hest of dimes 
these apphances had given a large percentage of infections and 
bad results, one of us, Dr Speed, uaade a speaal trip to London, 
and m two or three months thoroughly studied Lane’s own 
work and analyzed bis methods bs carefully as possible What 
we termed the ‘Xane techmc,” which has been studied by both 
of us personally under Mr Lane> we then adopted m its most 
rigorous form especially m Cook County Hospital, where I was 
enabled to assign a very large operative material to our dime 
As you know Lane’s tedmiC implies that nothmg except 
steel instruments thoroughly boded shall touch the inside of 
the wound, no fingers, however carefully gloved no needle or 
thread which has touched the fingers and nothing but the 
steel goes within the skm This means that aU hgatuies must 
be knotted with a pair of forceps and that all needles must 
be threaded without handling Ah instruments must be handed 
by the nurse with forceps or speaal tongs While at first it 
seems dumsy and tedious, one soon acquires a facility which 
makes the operation as speedy as the older methods 

In spite of our almost rebgious care m these respects, we had 
no absolute immunity from secondary infection in the use of 
bone-plates, wires, bands, and intramedullary pegs, although it 
was our chim and I think justly, that we had reduced them to 
243 
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a miniiniiTD Neither do I find m the results of clinics here and 
in other large aties that thej ha\’e such mununitj It has, 
therefore, been my constant aim to find some substitute for the 
routine use of these crude appUcances 

These two cases, a fracture at the lower third of the tibia 
and one at the middle third of the radius, illustrate the imper 



Fiff 7S — The lonner wasioa ifm reopened dorm to tie seat ot tie re- 
fracture Tiere was no evidence of any infection m the soft parts. The 
fragments were exposed and showed the oondition as seen m tie accompanying 
drawing The bands had been placed separately around each fragment and 
were applied so tightly that they were removed with great difficulty and there 
was a distinct depression in the bone w here the bands had beta placed arotutd 


feet success attending the use of the Parham ilartm band, one 
of the simplest mechanically most perfect of the metal 
appliances Jvo means can be found mechanically better than 
an <»nnrrhng band to hold some oblique fractures I hate 
always used wue circlets and later taogaroo tendon enarcle- 
ments on oblique fractures of the femur, tibia, humerus, and 
other bones, but the Parham Jlartin band is extremely easy of 
application and gives strongier support, so that one is tempted 
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to employ it whenever the obhquity of the fracture makes it 
spiral These two cases and two others both m the tibia 
which I am now watching were all corrected this way AH 
were cases of non umon with the bones m perfect apposition 
which non umon I can only attribute to the cuttmg off of the 
nutrition by the powerful band As you know we set this 
band m position with a powerful saew tractor and thus the 
distal portion of the fragments have their periosteum strangu 
lated Figure 78 shows how these distal ends apparently be 
come atrophic and while not septic ha\e brought about de 
fayed umon After waiting from six to ten weeks while the 
x-ray showed a perfect relation of the fragments the fact of 
non umon became too obvious to be ignored and m these 4 
cases above ated I had to remo\e the band by a cuttmg opera 
tion In all but one case the parts were healed and aseptic We 
had now m each of these 4 cases to deal with an unumted frac 
tuie m most ideal apposition and I am positive that the con 
stnctmg action of this band was responsible for the delayed 
repau: 

Now non umon or delayed umon is one of the old com 
plications of fracture both simple and compound and was 
very well dealt with by our predecessors by that old fashioned 
operation done with a Brainard drill Bramard a pioneer 
surgeon of Chicago and the West early discovered that all 
unumted fractures could be made to repair by perforatmg their 
adjacent ends with multiple drill holes One of the dnlls m 
his outfit had a very broad end and was mtended to pass between 
the opposmg fragments and when rotated it tore out the m 
terposed threads of fasaa But most of the dnlhng was a 
mere perforation preferably obliquely from one fragment 
across to the other Thus from six to twenty small holes such 
as one ^ ould have made were a saw used were made to imtate 
the end of these fragments This could be done through one 
to two mmute punctures and the wound immediately sealed 
Within a few days after such treatment rapid hyperplastic 
imtation and new bone formation took place In ten to four 
teen days if there was no sharp osteitis and swellmg around 
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a mimm u ia Neither do I find m the reults of dimes here and 
m other large aties that the> ha%e such mmiumtf It has 
therefore been mj constant aun to find some sub titute for the 
routine use of these crude apphcances 

These two cases a fracture at the lower third of the tibia 
and one at the middle third of the radius illustrate the impcr 



fg 7% — The foTTuer mosiaa ira* reopened do»n to the scat ol the re- 
Iractnre. There iras no evidence of any mfeeboa tn the soft parts. The 
fragments vren exposed and shoived the condition as seen in the arcompanjing 
drawing The bands had been placed separately ammid each fragment and 
were applied so tightly that they were retno ed with great difficulty and there 
was a dstinct deiwession in the bone where the bands had been placed around 
them, doe to piessur e atrophy The ralloas formation apparently stopped 
abruptly at the point where the band* were apjJieiL This was especially 
true of the lower fragment. There was lateral overlapping of the fragments 
to the extent of about 2 inches. 

feet success attending the use of the Parham ilartin band one 
of the simplest and mechanically most perfect of the metal 
appliances No means can be found mecfianicallj better than 
an gnmrrlm^ hand to hold some obhque fractures I have 
always used wire ardets and later kangaroo tendon enorde- 
on obhque fractures of the femur tibia humerus and 
other bones but the Parham Ifartm band la extremely easj of 
appheaUon and gives stronger support so that one t tempted 
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to employ jt whenever the obhquity of the fracture makes it 
spiral These two cases and two others, both in the tibia, 
which I am now watching, were all corrected this way All 
were cases of non umon with the bones in perfect apposition, 
which non umon I can only attribute to the cutting off of the 
nutrition by the powerful band As you know, we set this 
band m position with a powerful saew tractor, and thus the 
distal portion of the fragments have their periosteum strangu- 
lated Figure 78 shows how these distal ends apparently be- 
come atrophic and, while not septic, have brought about de- 
layed umon After waiting from six to ten weeks while the 
i-tay showed a perfect relation of the fragments, the fact of 
non umon became too obvious to be ignored, and m these 4 
cases above ated I had to remove the band by a cUttrag opera 
tiom In all but one case the parts were healed and aseptic We 
had now m each of these 4 cases to deal wnth an unumted frac 
ture m most ideal apposition, and I am positive that the con 
stnctmg action of this band was responsible for the delayed 
repair 

Now non umon or delayed umon is one of the old com 
phcations of fracture, both simple and compound, and. was 
very well dealt with by our predecessors by that old fashioned 
operation done with a Bramard drill Brainard, a pioneer 
surgeon of Chicago and the West, early discovered that all 
unumted fractures could be made to repair by perforatmg their 
adjacent ends with multiple drill holes One of the drills m 
his outfit had a very broad end and was mtended to pass betw een 
the opposing fragments, and when rotated it tore out the m 
terposed threads of fasaa But most of the didhng was a 
mere perforation preferably obliquely, from one fragment 
across to the other Thus from six to twenty small holes such 
as one would have made were a saw used were made to imtate 
the end of these fragments This could be done throu^ one 
to two minute punctures and the wound immediately sealed 
Within a few days after such treatment rapid hyperplastic 
irritation and new bone formation took place In ten to four 
teen days if there was no sharp osteitis and swelling around 
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a miniinarn Neither do I find in the results of clinics here and 
in other large aties that they have such immunity It has 
therefore been my constant aim to find some substitute for the 
toutme use of these crude applicances 

These two cases a fracture at the lower third of the tibia 
and one at the middle third of the radius illustrate the imper 



P's 78 — The former mcis on -waa reopened down to the seat of the re- 
fracture There was no evidence of any infect on m the soft parts The 
fragments were exposed and showed the cond t on as seen m the accompanying 
drawing The bands had been placed separately around each fragment and 
were appbed so t ghtly that they were remo ed with great difficulty and there 
was a distinct depression in the bone where the bands had been placed around 


feet success at tendin g the use of the Parham hlartm band one 
of the simplest and mec h anica l ly most perfect of the metal 
appliances No means can be found mech am cally better than 
an et i nH'ng band to hold some oblique fractures I have 
always used wire circlets and later kangaroo tendon encircle 
TT ^ffnts on obhque fractures of the femur tibia humerus and 
other bones but the Parham Martin band is extremely easy of 
application and gives stronger support so that one is tempted 
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FRACTURE OF HUMERUS 

Summary Fracture of upper end of humerus in a child six years of age 
failure to obtain proper reduction by external manipulation treatment 
by internal fixation with Lane plate postoperative dressing and care 

This case is that of a boy six and a half years of age, who 
broke his shoulder last Wednesday, five days ago An attempt 
was made to reduce the fracture by manipulation, and the 
X ray shows to what extent this was accomphshed (Fig 79, a) 
The upper end of the lower fragment touches the lower end of 
the upper fragment to the extent of about 1 cm but the upper 
fragment is only 4 cm long, and it was found impossible after 
a very careful attempt under an anesthetic to further correct 
the position of the fragments It is ^ery ULely that we will 
find that the lower fragment is perforating the deltoid musde 
and has been caught m the fibers of this muscle, and that this 
is preventing its adjustment 

We will make an anterior inasion (Fig 79, i), drawmg the 
deltoid musde backward and exposmg the fragments, and then 
we will apply a Lane plate The important pomts m this 
operation will consist, first, m gettmg an absolute adjustment, 
so that the two ends of the bone are m precisely the position 
in whidi they w ere before the fracture occurred This will be 
an easy matter to accomphsh m this case because the fracture 
IS m the form of a fork and by placing the projection m the upper 
fragment into the depression in the lower fragment we will sue 
ceed m gettmg a perfect adjustment 

The next important point is to have a steel plate that is 
strong enough to hold the bone m place and still short enough 
not to interfere with the shoulder joint 

»47 
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the broken ends, the drilling was repeated Thus m one or two 
stages the exudation of the provisional callus was so stimulated 
that bony union rapidly followed 

Li this case of the forearm you will observe the spindle- 
shaped enlargement around the radius at its middle, which I 
showed jou three weeks ago with a flail like fibrous union six 
months after mjurj The Parham Martin band which was 
used, and which I removed had given no union 

Exactly identical conditions were found m this j’oung 
woman’s leg from which I removed a Parham MarUn band one 
month ago For six months the band had caused no trouble 
until I ordered her to walk upon the limb, after which a shght 
smus developed, due to the mechamcal trauma rather than an 
infection I am now dnJhng with an electnc rotary hand drill 
through a single opening about a dozen holes obhqudy from 
one fragment to the other Of course, we must ordinarily em 
ploy a general anesthetic No cast will be used m this case, 
as we already have the fibula well muted and a strong fibrous 
union with only shght mobility 

Note — Four wcdis alter this opeiation a large provisional 
callus was developed, and it was found that the tibia had firmly 
muted 

I beheve that the most powerful agent m our hands to 
institute either as primary or secondary measure is the perfora 
tion of the broken bones by a drilL Probably some of the 
value of wirmg bones or of platmg bones comes from exatation 
of the drill holes I am able to demonstrate beyond doubt that 
the diillmg of broken bone ends mvanably sets up free deposits 
of the callus and brmgs about muon 

Sometimes the diilhng must be repeated m from ten to four 
teen daj'S, or even a third tune smce the reaction to it is much 
slower m some individuals than others Therefore we have 
been driven by expenence tboroughly to pierce and perforate 
m tea or twenty places rather than trust to a smaller number 
of bone punctmes 
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FRACTURE OF HUMERUS 

Summary Fracture of upper end of humerus m a ch Id six years of age 
failure to obtain proper reduction by external manipulation treatment 
by internal fixation with Lane plate postoperative dressmg and care 

This case is that of a boy six and a half years of age, who 
broke his shoulder last Wednesday fi\e days ago An attempt 
was made to reduce the fracture by mampulation and the 
*-ray shows to what extent this was accomphshed (Fig 79 a) 
The upper end of the lower fragment touches the lower end of 
the upper fragment to the extent of about 1 cm but the upper 
fragment is only 4 cm long and it was found impossible after 
a very careful attempt under an anesthetic to further correct 
the position of the fragments It is "very likely that vre will 
find that the lower fragment is perforatmg the deltoid muscle 
and has been caught m the fibers of this muscle and that this 
IS preventing its adjustment 

We will make an antenor mcnsion (Fig 79 b), drawing the 
deltoid muscle backward and exposing the fragments and then 
we wiU apply a Lane plate The important points m this 
operation will consist, fimt, m getting an absolute adjustment, 
so that the two ends of the bone are m precisely the position 
in which they were before the fracture occurred This will be 
an easy matter to accomplish m this case because the fracture 
IS m the form of a fork and by placing the projection m the upper 
fragment into the depression m the lower fragment we will sue 
ceed m getting a perfect adjustment 

The next important point is to have a steel plate that is 
strong enough to hold the bone m place and still short enough 
not to interfere with the shoulder joint 


*47 




rRACTUKE OF HUMERUS 249 

The most important point IS of course to perform the opera 
tion m an absolutely aseptic manner This we will do by cany 
mg out Lane s directions to the letter Dr Percy and I have 
performed the operation more than ISO tunes and in less than 
6 per cent of our cases has it been necessary to remove the 
plate If the operation is not performed on the absolute con 
ditions laid down by Lane more than half the plates have to 
be removed afterward because of some shght infection 

I think we can make this adjustment by takmg the antenor 
route by going m just underneath the antenor edge of the 
deltoid muscle We touch absolutely nothing with our hands 
The dissection down to the hone is earned out with the greatest 
gentleness The tissues are dissected with a sharp scalpel and 
they are not traumatized unnecessanly m any way The re- 
tractors are apphed with care and gentleness and the amount 
of force apphed to them is suffiaent only to hold them m place 
and not sufficient to traumatize unnecessanly An area suf 
fiaently large for the apphcation of a Lane plate is freed by sepa 
rating the musde leaving the penosteum m place The upper 
fragment projects mto the fibers of the deltoid muscle it is 
freed from this entanglement and then each of the fragments 
IS grasped by means of a pair of hon jawed forceps which are 
apphed carefully so as to reduce the traumatism to a miniTmiTn 
and with these the fractured ends are approximated so that a 
perfect adjustment is made 

While the fragments are held m this accurately adjusted 
position a Lane plate 12 cm long is placed over the antenor 
surface of the bone A hole is drilled slightly smaller than the 
saew to be apphed at the upper end of the Lane plate The 
first screw is then inserted holding the upper end of the T.qr i ^» 
plate in place but this screw is not forced down to its greatest 
extent at the present moment The next hole of the same size 
IS drilled through the lowermost bole of the plate and a screw 
inserted m the same maimer Then the third and fourth holes 
aze dnJlfd and the sarews apphed successively ATow that alf 
ol the screws are m place they are all successively tightened 
until thej are permanently set as tightly as they can be forced 
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by means of a screw-dn^r and hold the bone in perfect position 
•with great finnness (Fig 79, c) The tissaes are then sutured 
by means of fine catgut m three laj ers and the skin sutured with 
either fine catgut or horsehair An ordinary antiseptic dness- 
mg IS apphed and then a plaster-of Pans cast, including the 
chest, arm, and forearm the arm bemg placed nearly at nght 
angles with the bodj and the forearm about at nght angles 
with the arm (Fig 79 d) This will prevent the boy from mat 
mg any sudden motion which might breat the Lane plate We 
will lea\ e this cast m place for a penod of five weeks when it 
•will be remoied and an ordinary shoulder-cap sphnt will be 
apphed 

In the case of an adult we would permit the patient to be 
up m a day or two In the case of a child it would depend 
entirely upon the temper and obedience of the 3 oungster If he 
IS head strong, he will be kept m bed the entire time If be 
sensible and obedient, he may be penmtted to be up m a few 
days 



UNUNTTED FRACTURE OF THE HUMERUS 


Summary Unanited fracture m a woman thirty nine years af age cause of 
non union care of musculospiral nerve importance of complete faemos^ 
tasis 

We have another case of fracture of the humerus for opera 
tion this mommg, this one bemg an imumted fracture which 
we shall treat with either a bone graft or a Lane plate, accordmg 
to the condition found on exposing the bone 

This patient is a woman of thirty mne years In 1917 she 
fell backward on the sidewalk striking her elbow She heard 
a snap near the elbow and the ana became powerless A spimt 
was appbed for seven weeks, when it was removed and the 
pafaent began to use the arm she noticed an undue amount of 
lateral motion This has mcreased until at the present tune 
she IS unable to raise the arm to a horizontal position She can 
use the arm for hftmg and has good use of the fingers and hand 
She complains of neuralgic pams m the arm 

Examina tion shows a fibrous union of the fracture at the 
junction of the lower with the middle third of the bone with 
considerable callous formation There is ^ mch shortemng of 
this arm 

We will have to be careful m makmg this mcasion not to 
cut the musculospiral nerve which you know comes around 
the bone very near the pomt of this fracture I am splitting 
the musde-fibers m order to protect the nerve There are two 
pomts I want you to bear m mmd the first is to get accurate 
hemostasis and the second to be careful of the nerve As long 
as you have the nerve before you you are safe In this case 
the musculospiral comes around the humerus a httle lower down 
than m the average case Here we have found a defimte reason 
why umon has never occurred There is a piece of fasaa be- 
tween the ends of the fragments I must dissect out this fasaa 
m order to give the bone a chance to umte Now you see the 



252 


A j ocRSsrs. 


position of the bone l> perfect, and I iriD insert a Inne plate 
in the same inanner as I did m the £rst case this morning The 
umT ■win be protected by this muscle. Vte now nmovc the 
coastnctor, and if there is any bleedmg we win hgate the ves- 
sels We are dosing the wound exactly as in the prenou> case 



fracture of the patella 

Summary Comminuted frarture of patella m a man of s xty treatment by 
suture with chrom ared catgut history of silver wire for suture com 
panson of results following operat ve and non-operat vc treatment 
importance of early mobiliaat on 

This patient a man sixty years old entered the hospital 
•with a comnunuted fracture of the left patella last Fnday 
mommg He also had an ohhque fracture of the lotver end of 
the nght fibula These fractures were the result of an auto 
mobile acadent The patient t\as shocked considerably so 
we put him in bed elevated the foot and kept him quiet for a 
few days m preference to operatmg at once 

The knee is filled with blood-clots but the hemorrhage has 
undoubtedly stopped so that having apphed an Esmarch con 
stnctor I am confident that we still have very httle if any hemor 
rhage We will take the same aseptic precautions as we did in 
the last case m which we applied a Lane plate in an unumted 
fiactme of the humerus 

We make a horseshoe mosion and lay back the skin flap 
m order to expose the comminuted patella There is only a 
small fragment that remains attached to the hgamentum patellae 
He must have given this patella a tremendous blow because it 
is broken mto a number of pieces and the lower fragments are 
separated 4 cm from the upper AH the clotted blood from the 
broken edges of the patella is removed and from the cavity m 
the jomt m order that we may be able to get a pierfect approxima 
tion of the various fragments of this patella 

Our first suture extends through the mternal lateral hgament 
brmgmg the fragments together on the inner side The next 
suture IS apphed to the external lateral hgament which brings 
the external fragments m perfect apposition Now we adjust 
the various bone fragments so that each fragment is put mto its 
own place The sutures are apphed so that the edges are care- 
fullj adjusted 
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For many j ears we ha\ e sutured all of our fractured patella 
with chromiozed catgut It is now twenty three years since 
we abandoned the use of silv er wire The reason for abandoning 
silver wue was first that we found that our results were perfect 
with the use of chroimcized catgut and second because of an 
eipenence I had m a dime of the Um\ersity of Edinburgh- 
Professor John Chiene was operatmg a serj bad mgumal hernia 
m his clinic I had just ^^Slted one of the German dimes where 
they were dosing these hernias with sil\ er wire and so I asked 
Professor Chiene whether he had e%er used sQierwire in these 
cases He said he ne\er did and for a \ery good reason- He 
said there was a surgeon m Edmburgh who operated with stiver 
wire thirty 3 ears ago and he was still taking out the wire for 
hiTn so that set me to thmlmg and I recalled at that tune 
quite a number of cases m which the patients who had been 
operated with silier wire elsewhere later on came to our dune 
to have the wire removed At that tune I was chief assistant 
to Professor Nicholas Senn m charge of the dime at Rush 
Jledical College and we had patients come who had been oper 
ated with silver wire from all parts of the country greatly dis- 
satisfi^ed with the pmnary operation because they had to be 
annoyed by a second operation for its removal Our results 
hav'C been very satisfactory with chromiciaed catgut and we 
have adhered to its use ev er smee 

You see we have carefully adjusted the bone m this case 
with chromiazed catgut It js suffiaent to hold the bone in 
position until umon has taken place Now we turn our flaps 
back and we hav e a perfect adjustment so we carefully suture 
the over the antenor surface of the patella 

I had interestmg expenence m a patient entermg the 
hospital who had broken his left knee-cap The ngbt knee-cap 
had been broken m exactly the same way by falling upon a stone 
pavement. As it happened both fractures occurred preasdy 
in the manner m fact on the same pavement The m 
jury was exactly alike m both patelLe In the fint fracture of 
the ngbt patella the treatment emplojed was the usual treat 
ment of mzacbSizatian to the best possible extent by means 
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of a postenor splint of adhesive plaster strips After three 
months the patient was able to walk with a cane and to per- 
form the duties necessary m his office, but he ne\er was able to 
walk without a limp His left knee-cap i\as operated according 
to the method nhich has just been illustrated to you In two 
weeks the patient was able to go home and walk with a cane, 
and after five weeks he was able to take up the work m his 
office, walking without a hmp, and three months after the in- 
jury occurred his left leg was as good as ever There was not 
the shghtest limp or hitch on this side, while his nght hmb m 
which he broke the patella foiu: years before was still lame 
It IS now more than twenty years smce this operation was per 
formed 1 see the patient occasionally and be still laments 
the fact that his nght hmb was not treated by the operative 
method because as his age increases the difficulty continues to 
become worse, while bis left hmb is perfect 

This has been our uniform experience vnth this operation, 
and I am confident that the patient before you will have a 
susulat experience For a number of years we apphed plaster- 
of-Pans casts m these cases This we have abandoned entirely 
We apply an oidmary dressmg for about ten days, when the 
sutures are removed, and than an Unna’s paste dressing is 
apphed extending from a pomt 15 cm above the patella to a 
point IS cm below This dressmg is elastic and permits the 
patient to make active motion He is permitted to walk on 
this leg at this time, and in five to six weeks he can take up his 
occupation In this manner the muscles of the thigh do not 
show the least degree of atrophy, so that at the end of six weeks, 
when healmg is perfect, the limb is quite as strong as it was to 
begin with We have patients upon whom we have performed 
this operation in many occupations, one of them, a house 
painter, was able to take up bis work climbing ladders and 
scaffolds at the end of six weeks without any difficulty 




DOUBLE HARELIP ATJD CLEFT PALATE 

Sumnuiry Technic of repair— importance of conserving premaxiUa— placing 
of sutures — method of relieving tension on sutures — concentrated tinc- 
ture of benzom for dressing 

This patient has the characteristics of a partially formed 
double haxehp with wade open deft palate The nose is flat* 
tened down against the face on both sides and the mtramandib' 
ular portion of the upper jaw protrudes (Fig 8o a, b) 

The first and probably tbe most rmpoitant step m this 
operation must consist in the adjustment of the intramandib' 
ular portion of the upper jaw in order to secure a proper sup 
port for the hp which we are to construct Many of the earher 
operators simply cut away this portion because of the greater 
convemence, and this mvanably left a very unsightly deformity 
In order to replace this portion of the jaw a triangular segment 
of the vomer, which has pushed this portion forward, should 
be cut away The lateral edges of this portion should be fresh' 
ened and also the ends of the alveolar processes on each side^ 
and the mtervenmg portion should be carefully sutured so as 
to make a contmuous alveolar process In applying these 
sutures great care should be taken not to interfere with the 
new teeth which are bemg formed m the jaw By carefully 
feeling with a fairly fine needle one can readdy avoid these 
teeth, and by drawmg through a fine silk suture threaded 
double into a fine needle, a sUkwonn gut suture or silver wire 
suture can be threaded into the loop of the silk suture and drawn 
through the tissues without disturbing the teeth We have 
found the application of these sutures in the fotlowmg maimer 
most satisfactory 

Pass a fine needle through the mandible on one side from, 
front to back and then bnng it forward over the lUterwandibular 
portion, and pass through the edge of this portion again from 
front to back, and then go to the other edge of the mtewnan 

V0l,3— »7 
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Fig £0 — DonWe eoagautal harelip and deft palate. F»rn etage c, Sde 
Tiew cf cote projectms premadlla i, front Tiew e, appearance after 
iBtenoandibtiUr portma has been freed at 2-2 and elevated the pUcea 1-1 
ajBd5-3artfresJi«»*i>“'^ <#, result 

efter tjtng of 6ij*cre- 
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dibiilar poTUon and pass the needle from back to front Then 
pass It behind the mandibular portion 00 the other side and 
pass from behind forward and then tie the two ends By reg- 
ulatmg the tension upon this suture it is possible to hold this 
fragment m exactly the position one desires (Fig 80, c, d) 
Jh this case the child’s strength does not seem to be suffiaent 
to warrant a continuance of the operation because the next 
step involves a rather greater loss of blood than the present 
step, and the child is weak Consequently, we will not complete 
the operation at the present tune, after one or two weeks when 
the wounds that we have made today will have healed, the child 
will be able to bear the second operation 

SECOND STAGE OF THE OPERATION 
The first stage of this operation was performed nine da3r5 
ago and now the child has recuperated mcely, so that we may 
proceed to the closure of the harehp The object to be attained 
by this part of the operation consists m producing a Up which 
has a rea'!?onable thickness and proper depth, and shows the 
slightest possible amount of deformity because of the scars 
whida may result from the present operation In order to 
secure a suffiaent amount of tissue to construct this Up without 
undue tension we will make use of the central portion, friTtiming 
the mucous membrane m order to make a rectangular flap 
(Fig 81 e /) We next trim the edges of the lateral portions 
of the deft in such a manner as to leave the surfaces to be umted 
entirely over the mucous membrane In order to elevate the 
septum of the nose and at the same tune to mcrease the depth 
of the upper Up we make a small lateral inosioo m the lateral 
flaps The comers of the central flap will then be adjusted so 
that they fit into the angle formed after the lower portion of 
the lateral flaps have been drawn downward (Fig 8r,/) A 
suture IS then applied up to the lateral projectmg portion of 
the hp on each side, and by means of this poition the bp is 
lengthened and the lateral flaps are applied to the central 
portion, and all the surfaces are sutured m place (Fig 8r, g) 
The first silkworm gut suture is passed through the hp and 




Fig SI — Scood suge trf c^ratioa r The dotted Laes are hn-s of me 
SJOCS • rrtcre has teen passed through the mucoeutaoeous Ime of each side 
of the hp ts a grade f appearance after lacasioos hare been made g, tecaioa 
yntuies appired and incasaon m mocotrs tnembraoe dosed with interrupted 
t*»sctwti»e* J rts"h at cncdoooo of operation 
»6o 
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Fig 82 — Second stage of operation * j. Method e( applying adhesive 
plaster and silk strands m order to relieve tension on suture lines note pad of 
gaure over bridge of riose to protect the skin from pressure by the strands of 
iilk 

b I Third stage of operation Secondary suture of small defect present 
on tenth day after second operation 
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left untied Then the mucous membrane is sutured posteriorly 
throughout with chromic catgut sutures and then the skin sui 
faces are sutured mth horsehair After all the suturing has 
been completed the silkworm gut is tied loosely enough to 
prevent pressure necrosis and tightly enough to servejas a 
stay suture (Fig 8i, h) The lateral flaps are support^ by 
means of rubber adhesive strips 3 cm m diameter, placed one 
upon the lower portion of each cheek and one upon the fore- 
head, one each side, and the^ after they hav e become thoroughly 
adherent, are approximated by means of fine silk sutures 
This will remove the tension from the flaps without causing 
pressure on them In order to prev ent imtation from pressure 
of the silk sutures on the bridge of the nose it is well to insert 
a small piece of gauze at this pomt (Fig 82, j) 

THIED SIACB OF TOE OFERATIOn 
The second step of the operation in this case was performed 
twelve days ago Two day’s ago when we removed the stitches 
it was found that there was a slight defect in the imddle of the 
wound (Fig Sz, k, 1 ) This httle defect has been covered with 
mucous membrane from withm, and in order to secure a second 
ary umon at this pomt it will be necessary to remove this with 
a fine tenotome and then to apply two small stitches, which will 
undoubtedly result m perfect healmg and give an ideal result 
In these cases we never apply dressmgs, because they are 
liable to accumulate mucus from the nose or from the mouth, 
but after dryrng the wound carefully we apply concentrated 
tincture of benzom, which adheres to the skm and keeps the 
wound dean and results m healmg without scar It is also 
worth while to remember that li the superficial sutures are 
apphed with a fine cambnc needle without cutting edge and 
if the bon t phrur sutures are tied loosely stitch marks are avoided 
A cuttmg needle used m applying these superficial stitches is 
practically certam to result m ugly stitch marks 

You can see the benefit that comes from our planmng a 
deep hp After the operation was complete it seemed as though 
our hp would be a httle too deep, but now you can see that the 
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surplus tissue has almost all beeu takea up, and that when. 
liMling will be finally completed we shall have almost exactly 
the desirable depth of lip In case of doubt it is always best 
to have too great rather than too slight a depth, because such 
a deformity can be more easily corrected 

The one point that should always be borne m mmd in all 
of these cases is the nutation of the child ^Vhen the child 
came to the hospital it was suffering from dysentery, and I am 
convinced that if we had operated at once we would have lost 
the baby, because the shock would have been just enough to 
destroy its life Consequently, we placed the child m the care 
of our infant speoahst, who provided a diet for it which over- 
came the difficulty, so that the child has gamed quite a httle 
m weight smce it first came here We had to put off the opera- 
tion for about three weeks while the dysentery was bemg 
treated 

The children who are brought to the hospital from the 
country and are not accustomed to steam beat are likely to 
suffer from slight colds a day or two after reaching the hospital 
If these colds are neglected or if the operation is performed while 
the patient is suffermg from this condition, pneumonia may 
follow, which may destroy the patient It is far better to per- 
mit the infant to become acchmated to the temperature of the 
hospital and to its surroundmgs before undertakmg the opera- 
tion 
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HARELIP 

Summaty Embryology of the jaws and bp*— teohnic of operaUon for cor 
rection of h^bp — necessity of plastic ivorlc on nostnls at the tinje lip 
IS repaired 

January 15, 1919 

This child has what we call a partial double harehp There 
IS a separation of the bp m two places extending about halfway 
between what should be the vermihon border and the nose 
There is also a complete cleft of the palate and a separation of 
the alveolar process on the left side The nght side is intact 
While such a condition of the al\eolar processes is occasionally 
seen, it is comparatively rare This condition is, of course, 
congenital, and is due to failure on the part of the tissues to 
unite m the early development of the child At the second 
month m a normal embryo these tissues are muted At that 
time or eaiher at six weeks, the tongue is of great thickness, 
occupymg nearly all the space between the floor of the mouth 
and the nose The bones which enter mto the formation of the 
palate are developed from six centers, two from the horizontal 
plates of the palate bone, two from the maxillary plates of the 
maxillary bones, and the two ptemaxillaTy bones 

We have another child for operation m which the premaxil 
lary bones protrude In that case we can bring the bones back 
and establish a normal arch It has been the practice among 
many surgeons to cut off these premaxillary bones and dose 
the fissure in the hp, but the loss of the premaxillary bones 
produces a deformity wbch cannot be remedied It is a great 
misfortune to have the premaxillary excised It is bad surgery 
The dmn^ of thia tha -at vtAti 
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position, IS absolutely necessary if we would establish a condi* 
toon lust as nearly anatoaoncally normal as possible 

We will perform this operation under ether anesthesia 
The first step is to close the nose so as to exclude blood when 
we open the bp \Ve must make a hp that will present a normal 
appearance The nostrils especially the left one, are wider 

^ ' 
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Fig 84 — <j 6 Interrupted horsehair sutures approxiraat ng sfcm (») aPd 
mucous membrane (J) c tens on sutures of silkworm gut, 

than normal We remove a wedge-shaped piece of tissue at 
the lower gap so as to contract the nostril (Fig 83, o) 

Now we pick up the hp and make the flap by passing the 
knife obbquely upward through its entire substance (Fig 8$ 5 ) 
We carry the knife through the substance of the Up from below 
upward to reach the masion that I have just made (Fig 83, a) 
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«lwa>s careful not to penmt any blood to flow until we are ready 
to seize the little vessel and close off the circulation 

The procedure is the same on the opposite side We do not 
need to remove so wide a piece on the right side The first 
consideration is always the nose, to get the nostrils right, and 
then close the fissure m the hp afterward Now we have formed 
this nostril and will proceed to the hp We spht the tissues 
50 as to roll out the skin a httle more and make it thicker at the 
border Otherwise we wdl have a depression m the hp Now 
we will take off this superfluous mucous membrane so that the 
mucous membrane will not overlap the skm nor the skin over- 
lap the mucous membrane (Fig S3, c) Skm is now carefully 
sutured to skm, and mucous membrane to mucous membrane, 
usmg horsehair as our suture material We have closed this 
gap and we have to adopt a plan, to hold the parts together 
We will put m one or two stay sutures all the way across (Fig 
83 d and Fig 84 a, b, c) 

We have both these nostnla symmetric We have a very 
good nose and a very good hp We will wash out the boys 
stomach so as to get nd of all the blood that has been swallowed 
In doing this we avoid a temperature from the absorption of 
this blood m the stomach In fact the child would have an 
abnormal temperature if it had that much blood m the stomach, 
to say nothmg of the operation 

Now •ne put on some strips of adhesive on the face to hold 
the parts together They are very useful and very simple 
(^ig 85 a i) We have cuffs of cardboard on this child’s 
arms to prevent him from putting his fists m his mouth (Fig 8$, 
c) A piece of iodoform gauze is put in the nose for the purpose 
of excluding secretion from the stitches for a few days — about 
two or three — -imtil it scab After we remove the gauze we clean 
the nose with an apphcator We ha\e nothing here that can 
absorb secretion These horsehair stitches are absolutely clean 
and we are not apt to have any infection 
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Fig 85 — a, 5, Application of adhesive plaster strips to tiit-e tension off 
of suture lines r, cardboard cuffs on arms to prevent patient from interfering 
at the ate of operation 


Tbs redaces the size of the abnormally dilated nostnl I hold 
the hp with mj finger and arrest the flow of blood We are 
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multiple papillomata of the bladder 

Summary Diagram of papilloma and cancer of bladder, operative removal 
of bladder papilloma — auprapubic incision and ligation of base of tumor 
by silk ligature — healmg by granulation 

Mrs 0 G , fifty nme years old, has been suffering for many 
years with some disturbances of urination but during the last 
four weeks very severely The symptoms are strongly mdicative 
of trouble m the bladder They consist in frequent urination, 
painful, especially at the end and the sensation of mcomplete 
evacuation of the bladder, a bea\'y feeling, continuous dull 
pam the unne at times very strongly bloody, at other tones 
full of pus and sediment of sohd matenal, indicates the presence 
of chrome cystitis The microbic flora represents an enormous 
number of pathogenic and non pathogenic germs although none 
of the specific tubercular germs are to be found Cystoscopic 
examination is impossible the cathetenzation even is \ery 
painful and the catheter strikes a body which pre\ents the 
catheter entering the bladder proper Bimanual palpation 
through vagina and abdominal wall shows that the bladder 
contains a large irregular mass, not parbcularly sensitive, not 
very hard, somewhat movable In general the patient does 
not suffer very much She has lost some weight, but not to 
such an extent that one could say that she is cachectic Sum- 
ming up these symptoms the diagnosis is between papilloma, 
stones, and caronoma of the bladder 

In favor of the stones are some of the subjective symptoms, 
like the shutting off of unne sometunes suddenly toward the 
end of mictuntion but this sjTnptom has been so rare that one 
could also attribute it to the effect of a ^ery mo\able papilloma 
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fwttu-e of the after treatment was the tremendous amount of 
phosphate deposited on the threads and on the abdonunaf Mall, 
'Khi.cii ttao&Cotmed the wound into that characteristic of phos 
phate crust wound, which is so weU known to the surgeon opet 
atmg on such bladders 



Finally, by giving large quantities of Uthiated wat«- and 
fruit juices and carbonated waters, particularlj large quantities 
of fluid, the patient u»pro^ed so that secondary suture of the 
bladder could be niade, but not before the large sloughs with 
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Against a caranoma speaks the absence of cachena al 
though it IS well known tlut with a carcmoma of the bladder 
the patient s strength may often be preserved for a long tune 
before the disease really senously affects the health. The 
preponderance of cMdence therefore is in favor of papilloma 
although carcinoma is not excluded An exploration is the only 
means of diagnosis and possible cure This exploration is per 
fonned as }ou see in the usual manner With the patient in 
the Trendelenburg position I make my mcision and open the 
bladder As soon as the bladder is emptied we see a very 
mterestmg p cture Clustered like the heads of several cauh 
flowers on the front wall of the bladder are numerous projec 
tions roimded of the siae of a large walnut and two of them 
close to the bottom near the tngonum overlapping the urethral 
openmg They look like a large prostate the tumors are gray 
ish m appearance owing to the deposit of some phosphatic 
matenal within the meshes of projecting floatmg papillary 
excrescences somewhat of the appearance of a decaying straw 
berry also similar in color They are hard on their bottom 
and broadly sitting upon the mucous membrane with no pedicle 
but they are freely movable They are raised out of the bbd 
der as far as possible with their body and the bladder mucosa 
IS inased withm its normal structure down to the submucosa 
then a long silk thread is passed through their bottom and the 
papillomata are ligated off with this silk thread en masse where- 
upon the silk thread is left long enough to hang out of the blad 
der The bleedmg during this procedure is comparatiwlj 
shght altogether four such mass-hgatures are apphed leaving 
the bladder clean from papilloma with four stumps of hgated 
submucosa three m front and one at the bottom 

The bladder is then washed out thoroughly and without any 
drainage from abo\-e except such as is furnished bj the ends of 
the hgatures hanging out. A catheter is placed into the ure- 
thra the wound above is not sutured at all but left wide open 
(Fig S6) 

This paUent made a wry good although slow recovery 
There was no fe\-er and no mfecUon. The only disagreeable 



SYPHIUS OF THE STOMACH— RESECTION OF PYLORUS 
FOR IMPERMEABLE LUETIC STRICTURE 

Summary A patient presenting symptoms of total pyloric obstruction, with 

marked emaciation and A palpable mass operotion — the diagnosis — 

frequency of gastric hies 

Mk S , fifty one years old Single Referred to me by 
Dr E , in whose employ he has been for many years and who 
has known him since he was a young boy This fact is men- 
tioned because Dr E , a good obsertor, has never noticed any 
abnormal conditions which would lead him to suspect any kmd 
of ailment of syphihtic nature 

When S came under our care he was brought with the 
diagnosis of ulcer of the stomach by Dr E , most likely car- 
cmomatous with a subsequent enlargement of the stomach, 
emaaation, and all the s3imptoins which are so characteristic 
of cancer He would eat a certam amount of food and it would 
stay in his stomach for twenty four hours, or even longer, and 
then he would vomit it up, showing that not a particle of it, 
except perhaps a little hquid, had seeped through the pylorus 
or had been absorbed from the stomach wall Sometimes he 
would vomit it up at once and sometimes he could carry it for 
a day Of course, it would cause great inconvemence if left in 
the stomach for such a long time — cramps and even violent 
pains — ^but this would occur rarely He was so emanated that 
one could see through the abdommal wall the tremendous 
stomach, reaching down almost to his symphysis when he was 
standmg, and, being very tall, this man had an enormous en- 
largement There were no other symptoms from any other 
organ or group of organs, nor were there any pathologic findmgs 
At the first takmg of the history even the history of a specific 
infection was denied— not by mtention, but because the 
really did not think that he had an infection The question 
bemg asked, Have you ever had syphihtic infection? he an- 
swered in the negative 
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the sutures had \ielded Iea%nig nice granulating wounds in the 
bladder The«e granulomatous ulcers three months after the 
operation ha\e been greatlj reduced m sue two of them are 
scars alread\ one of them is somewhat projecting but wlds 
sexj well to cautenaation with nitrate of sU\er The patient 
Is gaming and is free from «Mnptoim but still has a tendena 



Fig 87 — Pap lloniata after re mo\-al and mmers on n Ka\ sert ng s sotut on 

to form small calculi of pho phatcs which are washed out 
occasionalls 

figure S7 shows the appearance of the specimens after ihe\ 
had been m lva^serllngs solution for some tune therefore 
the\ are somewhat sh^^elled WTieii the^ were fresh the\ 
gaw that beautiful picture m the latter which t, so famihaf to 
Us resirabhng that sea animal of the Afedusa t\-pc wath trans 
parent large floating excrescences 



SWHTLIS OF TIIE STOMACH 


277 


duodenum whereupon the two openings of the stomach and 
the duodenum were joined by straight anastomosis suturing 
peritoneum musculans and mucosa first m the back and then 
in the front After this union of stomach and duodenum was 
completed and gastro enterostomj postenoilj between stomach 
and jejunum was made the abdomen w as closed 

The patient made an absolutcl> uneventful recovery He 
was fed from the third da^ with liquids from the eighth da> 
with sohds gamed very rapidly m weight and is now well and 
able to work agam 



F g 88 — E\c sed svph 1 1 c scar an attempt has been made to pass a match 
through the gastr c lumen at po nt of c catrix but ts thout success 

Ivo trace of carcinoma or glandular infection was found dur 
ng the operation but the specimen removed showed distinct 
results of chronic inflammatory changes as they arc char 
actenzed m syphiU (Fig 881 Going into the takmg of the 
history agam we find now that at the age of twenty this man 
had 1 distinct lesion an ulcer which was treated with quick 
silver inunctions and K I for some time that it had healel 
vnthout further symiptoms 

The microscop c changes of the specimen show typical 
from syphil s 


scars 
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The exanunaUon of his stomach showed retentioa of all tie 
food» a great deal of mucus, but absence of any pathologic ceBs 
indicating caicmoma, and also absence of free HQ and a great 
deal of free butymc aad The roentgenographic eiamination 
showed that hardly any banum passed the stomach for twenty 
four hours After that tune a few banum shadows would ap- 
pear m the small intestine, but e%en after forty-eight hours 
most of the haimm was still in the stomach 

There was no distinct filing defect, although the pylorus 
seemed to be indicated m the picture by a pomtcd hom He 
end, m a place where one could feel a distinct tumor by palpa 
tjon This tumor was freely moi-able in the abdomen within 
a radius of 2 inches Chmcal diagnosis, therefore, was made 
of a acatncal «tncture of the pylorus, with subsequent hyper 
plasm, hypertrophy, and distention of the stomach — starvation 
of the patient. 

An operabon was proposed and performed The idea was 
to male a gastro-enterostomy ^^Tien the abdomen was opened 
a most peculiar picture offered itself the h^er was cosered with 
a greenish y ellow scum, and on scane portions one could dis- 
tinctly see scars, evidently due to some chronic inflammatory 
process The scum on the h\er could not be remo\ed, it was 
mtimately connected and was not an exudate, but rather post 
inflammatory residue^ — regular scar, the L\er seemed rather 
smaller normal, hut the picture was entirely different from 
a chronic orrhosis of tie i\ er due to alcohol 

Tiymg to pass my finger through the pylorus, testing it for 
its permeability, I found that the tumor was due to chrome 
indurabon and acatnration of the prepylonc region to the 
extent of about ti inches, and that it did not admit mto the 
lumen the point of my httle finger I decided to remote the 
tumor aad the whole pylorus and jom the stomach again 
to the duodenum Temporary compression some distance 
away from the propo^ line of reseebon was made, and the 
tumor dissected by straight fines of inosion from the stomach 
The wound in the stomach is diminished by suturmg the mucosa 
ojusculans and pentonetoa down to the size of the lumen of the 
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of these pathologic changes are coming m greater numbers, and 
It IS even possible to make a diagnosis beforehand if the history 
of the syphilitic infection is manifest or pointed out by the 
patient There is a possibility of caranoma bemg developed 
on the basis of a syphihtic ulcer, as "we see also elsewhere m the 
anatomy, for instance, caranoma of the tongue on the base of 
a syphihtic granulation, or a caranoma of the penis on the base 
of syphihtic ulcer, caranoma of the uterus, caranoma of the 
leg on a base of a vancose specific ulcer These pathologic 
combinations have to be considered when we deal with an in- 
stance of this kind I also have had expenences of this class 
within the stomach, and one of these cases has been reported 
by one of my assoaates in a lengthy article on syphihs of the 
stomach as observed m the Roentgen laboratory 


CAHt BECk 


The sjphihtic legions of the stomach are b\ no means as 
rare as we would suppose Comparing m> own eipenences 
with those of other surgeons I must ^aj that I ha\e found man) 
more cases of this affection than others m in\ operatne work, 
and 1 <u*pect that some of in\ earl\ ca'=es m which I diagno'cd 
carcinoma and which ha\ e aftcrw ard remamed free from 'rap- 
toms for ^ear= although I haAC not made a radical operation 
but a palhatn e gaslro-entero tom) , ha\ e been suda 'vpbhuc 
obstructiom. acuteh inflamed and indurated «« extcn-i^e as 
to make me behe^ e we had to deal with an moperaWe caronocia. 
Some of these cases I haie diagnosed as siphihs during the 
operabom One of them n. 'o charactenstic that I will mention 
m a few words its hi.tor\, particular!) «mce one of the best 
diagno boans whom I m er met the late Prof Omstian Fenger 
had diagno'cd that parbcular case as carcmoma and refused 
to operate It was the case of a joung woman twenb -eight 
) ears old rather thm and emaciated with a tumor of the 'tom 
ach and a large number of irregular tumors of the h^cr which 
lenger took for metastatic carcinoma nodules m the hier The 
age of the pafaent (who afterward consulted me and who had 
been told b^ Fenger that 'he had no more than a month or 
two to h\e) induced me to make an exploration and lo and 
behold' I found the h\er studded with t)'pical gummata from 
the 'lae of a hazelnut to a walnut and the stomach the seat of 
a tumor looking like carcmoma also other growths ebewhere 
of the same nature A xei) 'trong antis)'philibc treatment 
cured the pafaent full) of her ailment 

Of course no anbsx-philitic treatment will be able to cure a 
dcatncal contraction of the p) lorus it w ill remain an obstruc 
bon the 'car is the cure of the process as far as the svTphihfac 
lUhire t> concerned the operabon is the cure of the mechanical 
obstade to digesbon In a large number of cases of explorations 
of the 'tomach we are bound to meet with instance* of me- 
fhnmral ob'trucboH, inflammator) growth m the mtestma] 
tract, paiticulaih m the stomach of s)-phihtic nature For 
merlv we were coaxmeed that tuberculo'is and s)phih» are ex 
tremdx rare in the 'tomach but m the last few )ears accounts 



RESTORATION OF CHEEK FOLLOWING EXTENSIVE RE- 
SECTION FOR CARCINOMA 

Summary Excision of entire thickness of cheek for carcinoma technic for 
repair of resulting defect — insersion of peclicled flap of skin to replace 
mucous membrane 

SIr a F farmer, sent to me bj Dr Ch who has had the 
patient under obsenation for some time A tumor is Msible 
on the right side of the face belcnx the ejc and m front of the 
ear which looks as if it were terj superficial but on close ex 
ammation it is found that this tumor is situated t erj ileep and 
IS also protnidmg to a certain extent into the mouth caxity, 
corresponding to the same region In the mouth the protrud 
mg tumor is ulcerated and the ulcer which is situated between 
the hst teeth and somewhat in front of the last lower teeth is 
coxered with a greenish necrotic area The jaws are hindered 
m their mo\ ements by these grow ths to such an extent that the 
patient cannot close his jaw nrmly nor can he open it more 
than about an inch between his front teeth The diagnosis, 
confirmed by microscopic analysis does not offer any difficulties 
It IS a carcinoma in one of those localities in which we find it 
not frequently but occasionally I haxe obserxed quite a 
large number of such carcinomata 

This case seems to be local as >ct At least no gland of the 
group which is supplied b> Ijanph from this locahtj namely, 
the posterior submaxillar} glands seems to be affected On 
closer exammation we come to the conclusion that the cara 
noma is not x cry large in extent and that the sw ellmg which we 
notice » not carcinoma but leactixe inflammation caused by 
the small carcinoma infiltrating the tissues around it— something 
that XX e obscrxc al&o elsewhere as the result of a slow caremo 
matous groxxth It is an experience which we frequently note 
that certain kinds of epitheliomatous tumors act like a foreign 
body and produce considerable reaction around the groxxdh so 
that the tumor appears much larger and often leads to the 

3$1 
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the wound A flap formed now of the shape of a tongue, 
with Its base toward the ear recei\ing its circulation from that 
side In its posterior portion it is within the bearded area of 
the cheek this flap is turned inward doubled on itself and the 
tip IS sutured accuratelj into the angle of the mucosa between 
the two jaws, the sides of the flap are sutured into the mucosa 
aboae and below as far as possible (Fig 90) In front near 
the angle of the mouth mucosa is sutured to mucosa, and skm 
to skin This lea\ es a hole in the cheek of a half moon shape. 



F g 90— Fed cled flap from chin turned inward and tip sutured to mucous 
membrane at poslenor angle of incision 


the smaller side of the half moon being formed bj the skm flap, 
the larger side of the same formed by the wound of the cheek 
(Figs 91 92) The saliva runs into the mouth since the open 
mg of the duct is m the flap and directed downward toward the 
groove of the lower jaw 

The patient recovered from this operation with prrniarj 
union and was left in this condition for two weeks until firm 
union hid taken place Then an attempt was made to close 
the hok The tongue shaped flap was cut at its base, but not 
clear down through all the tissues and the flap turned with 
its skm surface toward the mouth and sutured with its half 
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detection of an initial, still localized growth This is i eiy fa\ or 
able, and I think that it gi\es us a chance for a radical cure m 
this particular case ^^e therefore ha%e deaded to exase the 
tumor in tolo, with allowance of considerable resection of nonnal 
mucoui membrane around the tumor, remoxmg at the same tone 
all the infiltrated tissue, and then replace mucous membrane 
bj sLm, a process which we haie repeatedl} tried with good 
success 

The operation is performed m the following manner ^ 
masion starting from the outer angle of the car, cros-.mg tie 



Fig 89 — Pefect in ' de of face foUon-ing resection of carcinoma bearuig 
tissues 

height of the tumor directh into the angle of the mouth the 
tumor Is now exposed and bi di ection freed on all sides, keep- 
mg the knife as much as possible in uninfiltrated tissue and 
hgating all the \essels as ths?i appear The duct of Steno 
show^ itself infiltrated and drawn mto the area of the tissue, 
although It is not obstructed It is taken along IMien we 
reach the mucous membrane we find that we can open the jaw 
\er> freel> now and we excise the carcinoma taking along 
about J to J inch of normal mucosa with it That leaies a 
defect of about the 'ize of a half-dollar in the mucous membrane 
of the mouth (Fig 89^ The duct from the parotid is withm 
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It was not evpccted to ha\e primar} union but onlj to dimmish 
the aperture m the cheek, so that onlv a sinall opening remained 
which could be closed to much better ad\antage some months 
later when the union of the cheek inside was firmer After a 
%\cek the patient had heakd so far that on)> a \er> small open 
mg in a depression on his cheek remained through which no 
sah\ a dripped, but through which air could be pressed and some 
food liquid especially occasiomllj esciped In the meantime 



F e 93 —After seconJ operat on mouth can be opened spontaneously about 
1 inch 

tht skin flap in the mouth had healed firml) the hair had grown 
to ibout J inch in length and was falling out spontaneouslj , 
the skin was alreadv somewhat rose and the hair follicles showed 
dt tincth as black spots in the ros\ surface The mouth could 
not be optntd spontaneouslj more than about 1 inch (Fig 93) 
but with the aid of a Heister speculum such as is used to prj 
opin the jiws during anesthesia the patient was treated twice 
daih and within a few weeks could open his mouth spontane 
ousU about 1 or li inches 
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moon ‘surface into the fre«benetl wound in the cheek mucosa 
It !■» true that an accurate «utiire could not be made, the mouth 



Fig 91 — Antenor portion of ina'ion (at angle of mouth) dosed t>J approu 
mating sfcm to «t3n and mucous membrane to mucous memtirane. 



Fig 92 — Condition at conclusion of first operation 

did not allow a wide opening and the operation had to be per 
formed under local anesthesia, onl> two stitches were placed 
in mucosa and 'km and the adaptation was neces-anlt poor 
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PLASTIC REPAIR OF THE DELTOID HUSaE 

Siitntnary Detachmeot of deltoid muscle from its bony ongin following treat 
ment of infected compound fracture of clavicle with complete loss of 
ability to abduct arm — treatment by fat fascia transplantation result 
after ten weeVs 

This patient, a man of thirty, developed an osteomyelitis of 
the nght clavicle following a compound fracture The bone was 
cureted a time or two, and this, with a considerable amount of 
suppuration of the soft parts, resulted m a detachment of the 
greater part of the deltoid from its bony ongm 

On admission to our service one year after the accident, and 
about three months after the wound had closed, the patient 
showed two parallel scars, one over the clavicle and one i mch 
lower He was unable to abduct the nght arm The actions 
of the latissimus dorsi, biceps pectoralis, and other muscles at- 
tached to the humerus were normal The sensation in the skin 
of the arm in the region supplied by the circumilex nerve was 
nonnal X Ray plates showed a deformed clavicle The ex- 
tremity was normal m other respects except for a slight flat- 
tening of the tip of the shoulder 

An incision was made 1 inch below the clavicle, extending 
from the tip of the acromion process to the middle of the clavicle 
The skin was dissected upward from over the postenor triangle 
of the neck until the trapezius was exposed A second inasion 
at nght angles to the first was carried downward over the 
shoulder and the skin turned back until the deltoid was found 
contracted down toward its attachment to the humerus Trac 

1. A r, v._ _ .-L 


igu aim placed in the 
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Todaj se^e^al moaths after the operation just de^ribed 
we find that there is a % erj small opening in the cheek through 
which onl\ air passes and a little irregular depression about 
this opening (Fig 94) e clo-e the fistula and fill m the de 
pres lOn m the foUovnng wa% 



Fff ^ Just preceding last (third) uperat on Note depess^n B 
cheek vith fistula at its center «h h were both obi fera ed by a single plas- 
tic procedure. 

Sharp mcli onu are made mto the border of the depre» ion 
the ‘ikm within the same iS full) reacted and the border flared 
outwardh b\ sutures =0 as to make an eleiation at this «jjot 
instead of a depression This ele% ation mu,t be a so etags'^^ted 
one because graduallt it will gite wa% to a falling m nhicb mil 
probabl) remain et en with the re^t of the cheek if U haa been 
made prominent enough in the first place 
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nound with the fat layer down to prevent the flap becoming 
adherent to the capsule The flap was attached by chromic 
gut to the trapezius and claaicle The arm was brought out 
to a right angle with the trunk, and the deltoid was sutured as 
far up on the flap as possible The skin was then closed m the 
usual manner (Fig 95) A triangle splint w as adjusted, and the 
arm, sphnt, and chest were enclosed in a plaster-of Pans cast 


Fig % — ^Ten after operation Patient can abduct arm and hold it 

at right angles with the body 

This was kept in place six w eeks On remo\ al of the cast the 
patient was encouraged to abduct the arm slowlj at first and 
later with all possible vigor Later he w as put through rather 
Mgorous wand exercises 

It IS ten weeks since the operation, and the man is about to 
go to his home As you sec he is now able to hold the arm in a 
horizontal position fFig 06I 
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wound TMth the fat lajer do^n to prevent the flap becoming 
adherent to the capsule The flap was attached chromic 
gut to the trapeaius and clavicle The arm was brought out 
to a ngbt angle uith the trunk, and the deltoid was sutured as 
far up on the flap as possible The skin uas then closed m the 
usual manner (Fig 95) A triangle splmt u as adjusted, and the 
arm splint, and chest were enclosed in a plaster-of Pans cast 


F g 96 — ^Ten weeks after operat on Patient can abduct arm and hold it 
at r ght angles with the body 

This was kept m place SIX w eeks On removal of the cast the 
patient was encouraged to abduct the arm slowlj at first and 
later with all pos<;ible vigor Later he w as put through rather 
vigorous wand exercises 

It is ten weeks smee the operation and the man is about to 
go to his home As )ou see he now able to hold the arm in a 
horizontal position (Fig 06) 





RECURRENT DISLOCATION OF THE PATELLA 

Summary History of case presented techn c of operative treatment pathol 

ogy of d slocat on of patella 

The patient a young woman of twenty four slipped durmg 
a basket ball game three years ago and fell to the floor She 
was unable to use the knee until the patella which was lying 
external to the supracondylar ndge had been replaced in its 
normal position The dislocation has been mcreasmg in fre- 
quency until the present tune when there is almost daily a 
sudden givmg away of the knee and the patient drops to the 
floor or street without warrung 

There is no pam m the joint except at the tune when the 
patella shps out over the ndge Formerly there was some swell 
mg of the jomt followmg dislocation but recently there is no 
after-disturbance There is no muscular trouble and no other 
deformity The 3 >tay examination of the jouit is negative 

There are vanous operative methods of holdmg the patella 
withm normal bounds Some are very complicated and mvolve 
opemng of the joint cavity Some of the more simple methods 
have been qmte efficient Tn this case a curved inasion (Fig 97 ) 
was used to expose the patella and its tendmous attachments 
The quadnceps tendon was drawn mward and attached to the 
medial portion of the sheath of the vastus mtemus muscle 
The medial portion of the capsule of the jomt was phcated The 
patellar tendon was split upward from its tibilal attachment 
and the external or lateral half cut loose from its bony attach 
ment and turned inward at a right angle across the remaining 
attached portion and sutured to the penosteum of the tibu 
The skm was dosed without drainage and a plaster cast adjusted 
The jomt was kept fixed for two weeks and then passive flexion 
for several days and later cautious active flexion of the jomt 
to 50 jyer cent of function The patient left the ho^taJ three 
weeks after operation— using crutches for one week and a ranp 
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for a succeeding week There has been no subsequent disloca 
tion and the patient has free use of the joint 



Fjj; 97 — Curved jbcjsmjii gi'nag apprascb to field of epenuoo 
h pattUar bgafflent eplit preparatory to transpUfltat on of tie ueertxxi of 
us lateral half c wound ready for closure Note transplanted portion of 
patdOar tendon and pi ot on of medial port on of capsule of knee jo nt 

The dislocation of the patella is most frequently toward the 
outer side Accordnug to one writer this la due to the fact that 
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the patella catches on the outer condyloid ndge and is then 
grooved over the ndge instead of into the trochlea or faaes 
patellans There would seem to he some anatomic grounds for 
this m the fact that the outer portion of the trochlea is more 
promment and extends higher than the inner portion Dis- 
location of the patella is more common m women But two 
cases of this kmd have come to our attention and both of these 
were in women In both women the mward inclination of the 
femur normally greater in the female than the male, was some- 
what exaggerated givmg a suggestion of genu valgum Thus 
with the trochlear surface extendmg higher and more pronu 
nently on its lateral portion — a supracondylar ndge extending 
higher — we can conceive of a more ready displacement laterally, 
and with the greater mward femoral inclmation a greater fre- 
quency in woman than m man 

Any method of fixation should aim to start the patella mto 
the groove where it will contmue its course Hence a small 
force exerted high on the qudnceps tendon is quite as valuable 
as a more vigorous force exerted on the patella midway m its 
descent m the trochlea 
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A PLASTIC OPERATION FOR CONStRICTTON AT THE 
VAGINAL ORinCE AND FOR VAGINISMUS 

CoNSXeicxion at the vaginal orifice is not a rare condition 
to encounter Usually the treatment has not been verv satis 
£actot> I employ a modified plastic procedure which Emmet 
devised for the rehef of constrictions occurring in extensi-ve 
vesicovaginal fistulae The operation is also a modification of 
the procedure practised by T Gaylord Thomas for cure of 
constriction at the vagmal orifice 

TECHfnC 

A median incision is made as shown m Fig gS a b 
which should be long and deep enough to relieve all the con 
striction Care should be taken that no fiftn connective tissue 
fibers remain between the tncision end the rectal uall Cutting 
through all this fibrous tissue means almost certainty of sue 
ccss in the relief oi the condition and also permits satisfactory 
suture of the wound which could not otherwise be dccom 
phshed The first suture is placed as shown m Fig 98 c 
and appro'omates the two ends of the incision It is placed 
underneath the skin and mucous membrane Two or three 
sutures are placed laterally which completes the closure of the 
wound and if accuratelj placed there is httle or no raw surface 
left uncovered (Tigs gS d 99) The following case illustrates 
the use of the operation and its application 

Mrs D aged twenty four consulted me after she had been 
married six months Her complaint was dyspareuuia profuse 
vaginal discharge with much irritation and sterihtj There 
was no history of any venereal mfectioo 




PLASTIC OPERATION FOR VAdNISltUS 297 

Exanunation revealed a profuse mucopurulent discharge 
with much redness of the vulva and vagma Microscopic ex 
anunation of the secretion showed an absence of gonococcus 
and an abundance of vagmal bacteria 

The operation described was performed with entire rehef 
of the discharge and of the dyspareunia, and pregnancy took 
place some two or three months later 



Fig 99 — Constnction of vaginal orifice Operation completed 

I happened to encounter a number of these m the last 
two or three years where the above-descnbed operation has 
given such satisfactory results as to mduce me to present the 
subject today A review of Emmet’s work shows that he m 
cased the connective-tissue hands for the relief of constnc 

Fig 98— Conitnction of vaginal orifice relieved by plasbc operation 
a b Location and depth of mas on necessary to msure a successful result 
< insertion of first stitch this stitch approximate* the ends of the inasion 
<f, closure completed by a few mterrupted sutures 




CARONOHA OF THE CERVIX TREATED BY RADIUM 
AND HYSTERECTOMY 


Mks T aged fifty three alwajs well and strong until 
present illness Menopause one and a half years ago For 
one year has noticed a waterj discharge at tunes occa 
sionally streaked with blood but without odor 

Examination revealed a carcinoma of the cervix making the 
cervix so large that it nearly filled the pelvis The vaginal 
walls however were very little involved Rectal examination 
revealed no induration m the broad ligaments 
Diagnosis — Carcinoma of the cervix 
The treatment decided upon was to use radium to be fol 
lowed by hysterectomy and the postoperative use of radium 
To illustrate the extensive involvement of the tissues I refer 
to the fact that two of our best surgeons had deaded the case 
inoperable 

On May 19 1917 50 mtlhgrams of rad um were inserted 
and sutured in the cervical canal This was left in twenty 
four hours A section of the cervix taken for diagnostic pur 
poses was proved to be a cancer Three days later a complete 
hysterectomy was made Cuffs of the vagmal walls were made 
and sutured over the cervix and the operation completed 
through an abdominal incision 

Recovery was uneventful except for excessive vomiting 
durmg the second week after the operation There has been 
no evidence of any carcinoma about the stomach 

Examination was made July 27 1917 and a small nodule 
was found m the vault of the vagma It was impossible to say 
whether this was carcmoma or scar tissue There was no ero- 
sion Rectal examination gave the same findings 

On July 31 1917 50 nulligranis of radium were placed m 
the vagina for twelve hours This was repeated on September 
24 1918 and on December 23 1918 
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tions m extensne cases of ^esIco\agmal fistxibe He obsened 
that if these were mased the inasion finall> became circular 
He later introduced sutures at the tune of inosion placing 
the sutures parallel to the line of exasion This same procedure 
was apparently independently developed many years later for 
the rehef of stenosis at the pylorus of the stomach 

T Gaylord Thomas treated this condition by making a deep 
longitudinal median inosion and requiring the patient to jrear a 
large Sims glass ^ aginal dilator for some weeks He obtamed ex 
celleat results, but the treatment was painful to the patient and 
the wound which had to heal by granulation persisted for a long 
time The reports of other cases which I hai e treated for this 
condition are not necessary because they contain no features 
of additional interest As far an my expenence has extended 
I feel quite certain that this operation would also rebe%e all 
the cases of dyspareunia due to i-aginismus 
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APPENDICITIS 

Svmijtary Histoncal review — the Ochsner treatment — advantages of opera* 
tion in every acute case when the patient is a good surgical nsk pathol 
ogy of appendicitis — routes of infection — importance of local irritation 
of appendical mucosa diagnosis — three symptom® pain tenderness, 
and rigidity recurring appendicitis — cases of so-called chronic appen 
dlcitis without acute symptoms usually examples of mistaken diag 
noses — fallacy of x ray evidence technic of appendectomy 
Corophcations of appendicitis (a) abscess — locations — when to operate — 
general management — rupture into bladder — subphrenic abscess (J) 
liver infection — abscess and portal thrombophlebitis (c) general pen 
tomtis— early diagnosis imperative — surgical treatment— anesthesia—* 
uasion — disposal of focus of infection — determination of extent of dis- 
ease — ungation of peritoneal cavity — drainage — dressings — after treat* 
ment 

I WANT to present to you tins monung 2 cases which we 
have dmically diagnosed as appendiatis, and to tate the oppor- 
tunity, with these examples before us to discuss pretty fully 
the ordinary clinical side of appendiatis While the first case 
13 bemg prepared and anesthetized for operation I will review 
bnefly with you the history of appendiatis as we today recog- 
nize it, and the development of the surgical therapy for its 
rebel 

I graduated in medicine m 1883, and up to that tune the 
term “appendiatis’' was practically not known m medical 
Lterature The clinicians of that peroid, both the internists 
and the surgeons recognized a condition of pentyphlitis, an 
i nfl a m mation about the fleocecal region resultmg frequently in 
the development of a hard, inflammatory induration in the right 
lower quadrant of the abdomen, which in the majority of cases 
disappeared without operation, but which formed m the mi nor 
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There has been no ulceratiw area at any tune since the 
operation. She still has a smaTT at the fonner site of the 
cervix. Thi» is now possibly 2 inches long and } to I ladi n 
the other diameters The probabilities are that it is a caia 
noma, and will ultanately become progressis e The patient has 
had no pam and there is no loss m weight 

The object in reporting this case is to show the good re- 
sults obtained with raxlmm and opieration in bad cases and also 
to call attention to the use of radium before rather than mi- 
mediatcl> after operaboa for carcmoma The interval be- 
tween the use of radium and the operation is important 
hsumerous observations are recorded rdativ’e to the difficulty 
of the operation when considerable tune intervenes between the 
radium apphcation and the operation due to the production of 
an extensrv e amount of connectiv e tissue This is so marhed 
that some authors advuse not operating after the use of radium. 
^\e beheve that if the operation is done after radium is used 
the mterv'al should not be long enough for much connective- 
tissue formation to take place. It is likel> safe however to 
base an mterval of one month. The reason for not waiting Q 
this case was the apparent rapid growth and for the mental 
effect upon the patient From what we have obsen ed in prac 
tice and gleaned from the hterature we believe that there is 
danger m n’ling an excessive amount of radium that an ex 
cessrve amount of radium lessens the resistance of the tissues 
and produces a rapid growth of the carcinoma In a case 
i;Vf this one treatment of 50 miHigr a T ris for twelve hours every 
two or three months should be considered the tnainTniim dose 
This IS an example of the great v*alue of palliativ e remedies 
m the treatment of extensn e cancer 
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scess cavity during the after treatment, or a sloughing mass, 
which might be the appendix itself Frequently a fecal fistula 
would form and persist for ten days to two weeks, but these 
usually went on to closure without necessitating a second 
operation 

After Fitz’s article, but espeaally after McBumey’s first 
contnbution, we at once here in America followed McBumey’s 
example and attacked a number of these cases early with the 
intention of preventmg, bj removal of the appendix, abscess 
formation In carrying out this work, however, we met with 
a great deal of opposition, espeaally from the medical men and 
also from a certain class of surgeons From 1889 until 1900 a 
very heated debate went on here m America, and from America 
extended all o\er the world, m regard to the advisability of 
operating m the early stages of appcndiatis, and the advocates 
of early radical surgery were \ery severely criticized Natu 
rally durmg this debate a great deal of evidence was submitted 
by both sides In this decade at almost every meetmg of the 
Surgical Section of the Amencan Medical Assoaation and of 
the Amencan Surgical Assoaation the subject of appendicitis 
and its treatment was discussed pro and con The medical 
men and the conservative surgeons pomted to the fact that 
about 85 per cent of these cases went on to recovery without 
abscess formation and many of them took the position that 
only such as developed abscess should be operated upon In 
the early history of the work many cases were operated upon 
on the third or fourth day or later when the patients were in 
desperate condition many of them with well-developed pen- 
tomtis and the mortality was very high Gradually, however, 
as the evidence accumulated it became dear that if the cases 
were operated upon withm the first twenty four hours of the 
onset and the appendix removed, that the operation was very 
safe and ga%-e a low mortahty, not to exceed 2 or 3 per cent , 
and this prompt surgery with rcmo\'al of the appendix had the 
additional feature of reheving the paUent permanently of the 
disease whereas the medical management was assoaated with 
a much larger mortality and had the disadvantage that m 
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tty of the cases an abscess which had to be opened and drained. 
The general conception was that the condition was due to an 
impaction of feces in the cecum with resultmg mflammatioa. 

It was not until 1885 when Reginald Fitz a pathologbt and 
later professor of mtemal medicine at Hanurd Ucnersit) 
presented his classical paper on appendiatis on the basis largdy 
of deadhouse evidence that we began to realize the true patho! 
ogj of the condition and learned that in almost all of these 
cases the appendix was the focus of the inflammatoiy process 
and it was not unt3 1889 that 'McBumey first attacked one of 
these cases «urgicallj m its earh deselopment and removed the 
inflamed appendix before the process had extended bej ond the 
appiendix or had produced a localized abscess I think we can 
very properlv grce Reginald Fitz the credit of estabhshmg the 
etio]og\ of the condition and McBumey the credit for the 
pioneer work m the modem surgical therapy which has since 
that time been so generally adopted 

I can probabh present this subject m a dearer way to jott 
if I relate own personal expenence as I lis-ed through that 
decelopmental period of this work In the first years that I 
was m practice from 1883 to 1889 the year of McBumey’s 
first operation I operated upon a number of cases of appemh 
citi:> which howes er we regarded then as pentyphhtis and did 
what was then the recognized surgical procedure This was 
known as the Hlhard Parker inasion The Hillard Parker 
inosion was made parallel with Poupart s hgament and 
about I mch abos e it disided the sLm and superficial fasaa 
the external obhque and mtemal oblique and transiersahs 
musdes and came down to the pentoneum Then mstcad of 
openmg the pentoneum as we do now m appendiatis opera 
tiona the pentoneum was carefully lifted up from the iliac 
fos-a until the lugeon s finger opened into the abscess m what 
we regarded aa an extrapentoneal position which of course 
was not a fact but m such a way as to precent opening the 
general pentoneal caxity A. drainage-tube was then intro- 
duced and the patient u-ually went on to a good recox ety 
‘Sometime'! a fecM concretion would he washed out of the ab- 
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sequefltly, has resylted m a great deal of haroi I take it 
that Ochsner’s position, as far as the safety and desirability of 
immediate operation is concerned, is the same as that of most of 
our Amcncan surgeons, and that be would ad\ocate this medical 
management only m the event that the patient could not be 
given the benefit of early radical surgical cure 

My ovm position m regard to this question I want to mate 
dear to you I am personally convinced absolutely of the great 
safety and importance of recognizing these cases of appendi- 
atis early and doing immediate early operation, and I am con- 
vinced that this will sa\e many lives and much suffering I 
frequently have made this remark m my dime that m several 
thousand appendix cases that I have operated upon, I cannot 
remember of a smgle case that I regret having operated upon 
On the other hand, I remember dozens of cases which I did not 
oj)ej-ate upon that turned out badly and were sources of great 
regret I my own expenence is a fair test of that of the 
majonty of surgeons The only proper place for the medical 
management of appendiatis that I can find is m handling cases 
which cannot be given the benefit of early surgical treatment, 
and m doubtful cases where we are uncertain as to our diagnosis 
and feel that the cases should be kept under observation for a 
longer or shorter period to deterinme the diagnosis Dunng 
this waiting penod rest and medical management should be m 
stituted and is of definite value and m a third class of cases 
where, because of some senous organic lesion or old age, m 
weighing all the evidence we might properly come to the con- 
clusion m that individual case that observation and medical 
management would be a safer procedure Where, however, 
the patient is a four surgical nsk, I have come to the condusion 
that unless there are some such contramdications, no matter 
at what penod during the acute attack of appendiatis the 
patient was brought to my service the better and safer plgn 
was to remove the focus of infection as soon as possible 

I would like to present to you my conception of the pathology 
of this condition We have to deal with an acute pus mfcction 
of the appendix How is this pus mfecUon brought about? b 
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a large proportion of the cases the patient subsequent 
attacks 

In «prte of the bitter attadws made on the ad'^ocates of the 
early radical opeiahon, the e\udence soon accomulated, demon 
straticg bgond question the correctness of their views and 
this evrdence has been accumulating ever since up to the present 
tune, until we can now saj that a case operated on within the 
&5t twenty four hours of the onset, with good tecbnic, carries 
less than 2 per cenL nst to the mdividuaL If not operated 
upon, the immediate risk is certainlj four or fire tunes as great 
and there is an additzonal nsL of senous comphaUoss such as 
pentombs, subphremc abscess recurring attacks and pemianent 
disability of the mtestinal tract from a^esions etc. 

Clear as these facts appear to us today, those of you who did 
not live through the pienod cannot realize what a difficult 
struggle it was to convince the medical profession and the pubLc 
of the greater safetj of prompt, earlj radical operation for 
the rebef of the condition 

Durmg its development penod Sahli, of Switzerland for 
mulated the most rational form of medical management that 
was ever presented to the profession ‘^ahh s conwption was 
bnefiy, this That a patient attacked with appendicitis should 
be placed absolutelj at rest the mtestinal tract should be placed 
absolutdy at rest with opium the vmmting and nausea which 
were sudi frequent accompaniments of the condition should 
be relieved by washmg out the stomach no cathartics should 
be given and the patient should be giv en hquids and foods by 
rectum the whole purpose of the treatment bemg to produce 
absolute rest of the mdividual and rest of the alimentary tract, 
with the hope that this would bring about a localization and wall 
mg off of themflammatorj process hmitmg xt to the appendix and 
the immediate neighborhood and the prevenboa of the develop- 
ment of pentonibs or other senous complicabons. This same 
treatment of Sahh s was emphasized and adv ocated m this coon 
try by Ochsner, and has been largely known as Ocisner’s method 
of treatment. I think Ochsner's poabon has probably been 
very much misunderstood by some of the profession and con 
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that the mflammatoo process begins almost always as a local 
condition due to abnormal anatomic conditions found m the 
diverticulum I believe therefore that we should accept the 
idea of an acute inflammation of the appendix as bemg a local 
and not a hematogenous aflair 

In regard to the organisms which arc responsible for this 
condition— they are the colon bacillus streptococcus stapbylo 
coccus and pneumococcus A good deal of work has been done 
for the purpose of demonstrating that anaerobic bactena are the 
essential cause of the infection and that the pus germs are sec 
ondaiy invaders Personally I do not believe that we have 
sufficient evidence on this point to accept thi? position and cer 
tainly for the time bemg ft would be safer for us to accept as 
the active agents the germs which we constantly demonstrate 
as bemg present m these cases 

I would like to say a few words m regard to the diagnosis 
To be of the greatest \ alue the diagnosis should be made very 
early at a time in fact when we could not expect a completely 
developed symptom-complex that distinguishes the picture of 
appendicitis as described m our text books In the first few 
hours of the attack it is as a rule possible to make a defimte 
diagnosis on the basis of but three symptoms and these three 
symptoms are pam tenderness and muscular rigidity m the 
nght lower quadrant of the abdomen I ha\e not infrequently 
operated upon a student who has walked in from the class-room 
or a nurse or an assistant who has met me at the hospital some 
moming with the statement that they have been suffermg pain 
for several hours and on exammation found a history of this 
pam definite tenderness over the appendix and ngid abdomen 
with however no voirutmg and no increase m leukocyte count 
and no maease m pulse-rate or m temperature and have without 
any hesitation proceeded at once to the operation and removed 
an acutely inflamed appendix May I not emphasize very 
strongly this fact that m the first few hours of the attack we have 
the very safest and best tune to mstitute surgical therapy 
72?e dMgnosis must he made upea these three pieces of evidence 
— paui tenderness and muscular ngidity I would like of 



J06 


ARrSTE DEAN BElAN 


it tliTough the arcuktion a heinatojenous lafectjon or ts it 
sn infection be ginnin g m the tcucsosa of the oecua and of ttc 
appendix as a local procew’ The admirable Trork of Rostodw 
seems to show that the inflammation l> bematogemc, reathmg 
the appendix through the orculatioa. I recognize of oomse 
perfectl) the fact that this is possible and that it does ocmr 
but to mj mind of the cases that ha%c actuall) occurred m onr 
duucai expenence the o^-erwhehiung majontj ivere due to focal 
inflammation and were not hematogenous I want to present 
to 5 ou this line of reasoning m support of that posibon In the 
first place a considerable proportion of these cases are associated 
with fecal concretions or foreign bodies m the appendix. To be 
sure fecal concretions are of themseh'es partly due to germ ac 
fjon but they are of slow dereJopment and an acute explosion 
resulting m the picture of an acute appendicitis from a foreign 
bodj or fecal concretion is to m> mind clearlj an mfeebon be- 
gmning in the mucous membrane imtated by the presence of 
the concrebon or foreign bod> and then extending to the other 
coats of the appendix A local mflammatotj process m the 
mucous membrane of the cecum is eitreTnel> common as can 
be demonstrated b^ postmortem e^ndence and the finding of 
scars of old inflammatory processes Inflammatoij processes 
inyxilviiig an area m the cecum the «ize of a dime might grre 
nse to no cbiucal sy-mptoms whatey cr but the same size process 
inyohing the same amount of mucous membrane m the ap- 
pendix would ahnost surefj give nse to the picture of an acute 
appendical attack bj mterfenng with the escape of the products 
of the mflammauon from the appendix into the cecinm 

Another piece of ey'idenoe that I would like to submit a 
fay or of the mflammator^ process being of local ongm r> the 
somewhat similar picture of diverbcuhtis either m Meckel s 
chverbcuftnn or m a diverticu/uza associated with the sigmoid 
Here we have anatomic condibons yrhich favor the acctnnula 
bon of fecal concrebons retenUOn of inflammator> products 
and the deielofmient of an acute mflammatoij focus and 
I do not think, that aai one would clann that these cases of acute 
dnerbculibs are hematogenous I think we would afl admit 
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US js the problem of recurring attacks of appendiatis in patients 
who come to us between attacks Here I do not hesitate to 
remove the appendix provided the patient gives a perfectly 
dean cut descnption of the typical condition, and espeaally 
if I can obtain the evidence of the attending physiaan who 
took care of the patient dunng one or more attacks We do, 
however, go over these cases very carefully and exdude any 
other possibihty, such as kidney or ureteral stone, or gall stones, 
and naturally these operations for recurrent appendiatis form a 
large proportion of our cases 

There is one phase of this question that I should like to 
discuss with you, and that is the so-called cases of chronic 
appendiatis, those cases that have never had an acute attack 
but which are supposed to have a chronic infection in the ap- 
pendix giving nse to shght distress m that region I want to 
state my opinion on this subject very strongly, and it is that 
most of these cases are mistakes m diagnoses and not cases of 
appendiatis at all and personally, I do not recognize such a 
condition as chrome appendiatis which has never given nse to 
any acute symptoms Almost mvanably these cases are cases 
of cohtis constipation assoaated often with the taking of 
cathartics, and dean up under medical management Show 
me a dime where any considerable proportion of the ap 
pendiatis operations are done for so called chrome appendia 
tis, and I will show you a chmewhere a large amount of un 
necessary operatmg is hemg done In this connection too, I 
want to say a word m regard to the so-called a^ray diagnosis 
m cases of appendiatis I personally place httle confidence m 
at-ray diagnoses of these cases and where the mdividual has 
really had defimte attacks of appendiatis, it is much safer to 
base the diagnosis on the dimcal picture Where the patient 
has symptoms of so called chrome appendiatis without ever 
having had an acute attack, I cannot beheve that the x ray 
evidence furnished is of any value As I have already said 
almost all of these conditions are bowel affaus and clean up 
under proper management 

Case I —The first case which we shall operate upon this mom 
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course, that the unne should be examined to plimmat A a kidn^ 
or ureteral lesion, and ij there is any p<KSibIe reason to suspect 
such a source as the cause of the trouble an * ray picture and 
general \esical examination should be made to eltmmafp it 
Especially should the chest be examined to eliminate any pneu 
moiuc process Personally, I do not hesitate to urge operation 
on the basis of these S)Tnptonis alone If, however, the patient 
IS seen later, we may dearly expect to find an increas^ lea 
kocyte count, slight elevation of temperature, and the ^-onubiig 
which IS so common may also have occurred In maVmg these 
early diagnoses of appendicitis m the first few hours one should 
be careful to try to eliminate the possibihty of an mtra mtestinal 
affair, such as cohtis I am alwaj-s suspicious of the correctness 
of the diagnosis of appendiatis if there is an associated diarrhea 
Fortunately, almost invariably m these cases where the trouble 
IS withm the colon musde ngidity is absent. 

TVhat shall we do with an appendicitis case that is broi^ht 
to us not within the first twenty four hours but on the second, 
thrrd, or fourth day? This is a problem that I have stodred 
and worried o^e^ a great deal. I answer that now by saying 
with a good deal of confidence, that where I have the patient 
under my control and can giv e him the benefit of good surgery, 

I proceed at once to operate and remoTC the appendix, whether 
it be the second day, or the third day, or the fourth day or any 
day du ring the acute attack unless of course it is quite evident 
that he has practically recoi-ered from that attack, m which 
event we might v-er> properly wait for several weeks unt3 the 
patient has recuperated Sly position m this matter is that 
as long as the focus of infection is in the peritoneal cavity, it is 
a constant danger and a very probable source of general pen 
tonitis and the sooner it is removed the better If the case 
comes to vs with a large appendical abscess we simply dram 
the absiTPs and advise a later appendectomy if the patient 
IS m bad condition or if it is evident that the dissection 
necessary to remove the appendix m the presence of the ab- 
scess win add a defimte and considerable dai^r 

One of the numerous problems that we have submitted to 
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sunplj passed through the aponeurosis (Fig 100 a) With 
retractors the incision in the external oblique is widelj pulled 
apart exposing the internal obhque Now ivithout any cutting 
I shall separate both the fibers of the internal obhque and the 
transversalis With two pairs of tissue forceps and with blunt 
dissection I spread the fibers apart for a distance of about 2^ 
inches up to the rectus muscle in the inidline and outward to 
ward the superior spine (Fig lOO b) I want to emphasize 
the pouit that we do not use the knife m this separation and I 
want to emphasize another point that as you pass out toward 
the anterosuperior spine there is danger unless we are careful 
of injurmg the circumflex iliac vessels If these are tom they 
should he clamped and ligated at once I hke to operate on 
these cases with the help of two assistants I now mtroduce 
two more retractors and I use rather blunt retractors for this 
purpose so that I now have four retractors in the wound one 
assistant separating the external oblique with a parr of retractors 
and the other assistant separating the internal obhque and trans 
versahs with the second pair This exposes the subpentoneal 
fat and the pentoneum for an area of about 2 inches square 
I now divide the subpentoneal fat and pentoneum m the same 
line that I have separated the mtemal oblique and transversahs 
(Fig lOI c) I want to call your attention to this fact because 
1 beheve it is a distinct improvement over the method formerly 
employed of raakmg the division in the peritoneum parallel 
Wrth the external incision It gi\ es one more room m the ma 
lupulation and the closure of the pentoneum is easier I now 
open the pentoneal cavity and come down at once on the cecum 
but external to and below the cecum there is a dense mass of 
tissue which gave us the sensation of a tumor by external 
palpation I find that this is edematous omentum and as I 
carefully by blunt dissection separate this edematous omentum 
I come down to a Urge inflamed edematous appendix curled 
upon itself hke a bairpm (Fig 101 d) Rather to in> surpnse 
I find no pus and the mass is composed entirely of edematous 
omentum and the hard inflamed appendix 

“iou will notice that I do not pack m any gauze sponges m 
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lag a man of about twenU -eight -who pre-ent* the piaurt of 
a neglected and recent acute appendiatis He has b«^ ni for 
about ten da\*s After the 6r^t few daj-s of his attack la le- 
tumed to his work He felt ■verj badi) but dragged fcmsdf 
about for three or four davs The pam and «oiEaess then be- 
came «e\ ere that he went to bed Ice-bags were appLed and 
the case was handled b\ rest starvation and opium. Not 
improving he was brought to the ht^ital jT-tenlaj aftemoon. 

Examination shows a hard mass about the sue of an ejg 
m the region of the appendix. There t> a good deal of trader 
ness shght tempeiatine and a leukocvte count of about 14000 
From the size of the ma^s. I am inclined to regard it as a siaafl 
waBed-od ab^esa with rather thick walls On the other hand 
it ma^ be cimplj an mfiamcd appendix wrapped up m *ose 
edematous omentum It t> possible that li we sanplj watch 
thn. case the mas* will graduallj disappear and the man go on 
to reco\er\ from thi* attack. On the other hand it i* quite 
possible that a rupture of the abscess might occur and a graenl 
pentonitis de\-elop and the Tnan Icee his life because of failure 
to rccerv c proper <migical attention. 

The patient is now anesthetized and I proceed to 
do the urual appendix operation which we emplov in this dmic, 
and 1 a_k v-ou to follow me carefully as 1 describe the Icduac. 

Wc make first an maaon about 4 inches long the center 
of which Is about at McBumej s point. McBcrney’s poot 
as vou know is on a Ime drawn from the antertKupcnor •pee 
to the umbihciis and varving with the size of the patient from 
15 to 2 mches mtemal to the anteroropenor ^me The inosioa 
Is planned so as to be parallel with the nbers of the external 
obbque I now divide through the skin and «upema3l fatca, 
and m doing this drvide 'ome email vesseL m the superficial 
fascia which are clamped. Usuanj" these do not require hgs 
tjon but if the^ are of good size we hgate them at once V'e 
now come down to the external oblique and I make an inosicQ 
paialld with the fiber® and this incoon divides for about an 
inch the muscle tissue of the external obbque at the outer end 
of the mQsion, but for the greater part of the mcisioo we hare 
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ssnph passed tlircragli the aponeurosis (Fig 1 00 a) With 
retrsctors the manon in the external obhque is widelj pulled 
apart, exposing the interna] obhque •without an\ cutting 

I «hafl separate both the fibers of the mtcmal obhque and the 
transii'eisahs With two pairs of Usme forceps and with bhmt 
d-^ection I cpread the fibers apart for a (h_tance of about 2| 
Echfis up to the rectus rauscle m the midline and outward to- 
■ward the eupenor epme (Fig lOO &) I •want to emphasize 
the pomt that -we do not use the knife m this «cparaPon and I 
want to emphaoze another point that as s ou pas* out toward 
the anterosupenor «puie there 15 danger unles* •we are careful 
of mpmng the circcinflei iliac se^soL If these are tcm thej 
should be damped and hgated at once I lie to operate on 
these cases with the help of two a5^i_tants I now introduce 
two EO'e retractors and I use rather bhmt retractors for tin* 
purpose that I now ha« four retractors m the wound one 
assE;tant separatmg the external obhque with a pair of retractors 
and the other ajsistant separating the mtemal obhque and tran*- 
•rersah* with the 'econd pair This eipcses the •Tibpentoneal 
fat and the pe^toneum for an area of about 2 mches square 
I now dmde the cubpcntoneal fat and pentoneum m the same 
fine that I ha%e 'eparated the mtemal oblique and transi'crsJis 
Cfjg 101, c) I Want to call jour attention to th-a fact because 
I heheve it t> a distinct improvement o\ er the method formerh 
enploved of making the drviaon m the pentoneum parallel 
with the external mcoon. It gi\ es one more room m the ma 
cipulation aral the do^iire of the pentoneum is eacier I now 
open the pentoneal ca-iit^ and come down at once on the cecum, 
tut external to and below the cecum there is a dense ma.* of 
turn*', wh*ch gave Us the sensatioa 01 a tumor bv external 
pdpatioa. I ted that th* i* edematoio omentum and za I 
caitfallj.b} bhmt <L_^on 'eparate th-* edematous omentum 
I come down to a large mfiamed edematous appendix, curled 
cpon itsdi like a hanptn (Fig 101 dj Rather to mv «urpnse 
I find no pus and the mass j* compcised oittreh ot edematocs) 
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Fig 100 — Musde-splittiiig masion at McBumey'* point (a) thraugb 
don and eatwoal oblique parallel to fiben of external obLjue, (i) peaetta 
tioa of iatemal obtiqne and traasveraalis by Want dissection 
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Fig 101 — e, Incision in pentoneum parallel to fibers of internal obtiqaC. d, 
cecum dravn up, exposing base of appendix 
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Fig 102 
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this case There was a time when surgeons were very fond of 
domg what they called ‘ Vallmg ofi” of an area like this, usmg a 
number of abdommal pads, and this was done with a great 
deal of care and it was thought to be very important For 
years now we have abandoned this walhng off process unless 
it is definitely indicated by the presence of an abscess, and even 
where an abscess ensts, if I can open it external to the cecum 
and can wall off the general pentoneal cavity from the abscess 
simply by usmg cecum itseh for this purpose, I prefer to do that 
rather than to wall off with sponges or pads This appendix, 
as you see, is adherent to the mesentenolum, and it requires a 
dissection with tissue forceps and sassors to free it so that we 
can brmg the appendix and cecum well out of the wound You 
notice too that the mesentenolum is very vascular, and that 
instead of requinng a single hgature, as is the rule it has been 
necessary for me to apply four hgatures m order to make sure 
oi contioYimg the bleeding The mesentenolum is now divided 
after we have ligated it, and this \ ery long mflatned appendix 
IS brought mto view 

The techmc o! removing the appendix and treating the 
stump which we follow is one which we have employed m at 
least 2000 cases and has given us very great satisfaction We 
have had one run of more than 1000 consecutive cases of interval 
operations for removal of the appendix without a death This, 
however, is not surpnsmg as it has been equaled and surpassed 
in a number of clinics I of course, do not mclude m that state 
ment removal of the appendix m the face of complications such 
as pentomtis I first clamp the appendix with a very heavy 
pair of forceps about | inch from the cecum This heavy pair 
of forceps crushes the appendix at that pomt for the length of 
about ^ mch to a mere nbbon I then put on a pair of forceps 
distal to this and cut off the appendix close to ray clamp with a 
knife (Fig 102 |) The surface of the appendix I then touch 
with some pure carbolic aad usmg a stenle toothpick for this 

Fig 102 e f Mesentenolum ligated and cut g appendix claniped and 
cut h appendix stump carbolited » removing excess carbolic ftcid from stump 
lollowing Its appl cation on toothpick 
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purpose (Fig. 102, h), and wipe off the excess of add with seme 
sterile cotton (Fig. 102, *), I now put in a purse-string suture 
about \ inch from base of the appendix in the wall of the cectna 
(Kg. 203, j). It is desirable where possible to take m at least 
\ ineb of the cecum in this purse-string so as to make the sub- 
sequent in\‘agiiiation easy and dosure complete. The first 
purse-string suture which I employ is of Pagenstecher linen and 
a non-absorbable suture. Now, grasping the cecum with a 
single layer of gauze between my thumb and finger dose to the 
appendix, 1 1 ^ 0 %^ the crushing damp. You will notice that 
I do not ligate the appendix at all, but I pidc up the ribbon-ljkc 
crushed appendix with a pair of dissecting forceps without 
teeth and invaginate it into the cecum, and then tie my purse- 
string suture, completing the magination (Fig. 103, A) Out- 
side of this I now use another purse-string suture of fine catgut 
(Fig, 103, 2). This, I think, b important. For a time we used 
a second purse-string suture of Pagenstecher linen, but I think 
in one or two cases it was responsible for a fistula that persisted 
for some time. This might be caused by a non-absorbable 
suture. Jfy reason for not ligating the appendix is this, that 
there is distal to the point of ligation some material which must 
necessarily become necrotic, and I belie\'e that it occasionally 
forms a focus for infection. The argument in fawr of ligating 
the appendix is the argument supported bj* the surgeons who 
have had hemorrhage into the bowel following appendectomies 
where the appendix has not been ligated. I believ'e, however, 
that a careful study of the blood-supply of the appendix will 
show that if one can save a full | inch of the appendix and crush 
it, that there is no risk of a hemorrhage into the caliber of the 
bowel, even though no ligature is employed. Then I want to 
submit the fact that in my own work cov’ering several thousand 
appendectomies in the emp!o)-ment of this technic we have 
nm-er had a sin^ case of hemorrhage. If a ligature is em- 
ployed, 3 t h?nV one should be careful to use a fine ligature, re- 
moving almost aU of the tissue distal to It ^ 

The cecum is now dropped back into the abdominal cavity 
and the wound closed. First, a fine catgut doses the peri- 
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Fig 103 — Insertioa of first purse-string of Pagenstechef linen, k, stump 
invaginated into cecum and purse string drawn taut Note that stump of 
appendix has not been ligated, I, first purse-stnng tied and second, of catgut, 
IQ place. 
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toneum, and second a moderate sized catgut doses the trans- 
versahs and internal obLque In employing tfiK suture I 'want 
to caution you not to tie these sutures too tightly, simply ap- 
proximate the muscle itself It is not the puipose of the suture 
to strangulate the musde as one would do if he were hgatmg 
off a hemorrhoid but simply to approximate tissues A medium 
fine catgut IS now employed dosing the external oblique and 
if the superficial fascia layer is thick as m a fat mdividual I 
close this by two or three fine catgut sutures separately The 
mtegument is now closed with fine sifk You notice that 
I have used here a xery small agaiette dram simply passmg 
down through the pentoneum mto the cavity I shall have 
this removed if there is no contraindication at the end of forty 
eight hours 

The second patient is a yx>ung soldier nio has recently 
been discharged from the semce He gives a history of hav 
mg had two rather sharp attacks of appiendiatis in the last 
SIX months one about three weeks ago The first attack was 
not dearly recognized as an appiendm attack During the 
second attack he was advised by the attending surgeon to 
have the appendix removed m the interval He comes to us 
now with a pretty clean-cut typical picture of appendiatis and 
be describes his own case qmte accurately He emphasizes 
piarticularly the fact that for the first few hours after the pain 
began m the last attack the pain was diffuse but very soon 
localized itself over the nght lower quadrant and that tins for 
a tune was exceedingly tender to touch and that it is still dis- 
tmctly more tender than any other portion of the abdomen 

We have gone over the case carefully with the idea of ex 
duding any other possibility We have exa m i n ed the urme 
carefully which was found negative and have taken * ray pic 
tures of the kidney ureter and bladder to elumiute any p<»* 
sibihty of kidnej or ureteral stone The x ray pictures were 
negative 

The patient is now anesthetized and we shall proceed to the* 
operation I follow exactly the same techmc as m the first 
case On opening the pentoneal cavitj and drawing out the 
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cecum I find that there is no evidence of an abscess and very 
slight evidence of any local pentonitis, although the end of the 
appendix is wrapped around the mesentenolum and bound m 
that position for about 1 mch This, however, is rapidly sepa- 
rated and the appendix and mesentenolum brought into view 
The tenmnal end of the appendix is, clubbed and distmctly 
larger than the rest of the structure and is very vascular, as 
though it had been the site of a recent inflammation I remove 
the appendix m the same way as m the previous case We 
shall not employ a dram m this case, but make a complete closure 
On sphtting open the appendix I find, m the dub-shaped 
end, two fecal concretions, one about the size of a bean and one 
about half that size These are of the consistency of putty and 
are surrounded by a little mucopus The pathologic findmgs are 
perfectly m keepmg with the short, sharp character of the 
attacks and with the persistent tenderness over the appendix 
I want to take this opportumty of discussing wiA you the 
most important side of this problem that is, what be called 
the comphcations, although, of course, they are the direct re 
suit of an acute nppendiatis Under this head I want to dis 
cuss the subject of appendical abscess and the subject of general 
pentomtis developmg from an acute appendiatis 

Appendical abscesses today are not nearly as common as 
they were twenty years ago Before 1889 all of our operations 
for what we know now as appendiabs were himted to the 
opening of appendical abscesses, and m the next decade until 
1900 a large proportion of the appendix operations were done 
for appendical abscesses Gradually, however, as we learned 
the importance of the early removal of an acutely inflamed 
appendix, and that by doing this we could prevent the fonnation 
of an abscess or a resultmg pentomtis, surgeons more and more 
not only m this country but all over the world have operated 
so early that appendical abscesses ate now the exception and 
not the rule, and occur for the most part necessarily m neglected 
cases Appendical abscess m probably nme-tenths of the cases 
IS in. immediate contact, witia tba nppendis., ■and, tiieteioie in 
the right lower quadrant of the abdomen, and for the most 
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part associated with a perforation of the appendix •which has 
become walled off by a local plastic pentonitis, burying the 
inflamed focus withm the wall formed by the omentum and the 
mesentenes and coQs of mtestme The position of thpv ab- 
scesses radiate out like the spokes of a •wheel from McBumey’s 
point. In addition to this usual and iThat might be 
normal position of appendical abscess there are other locations 
which should be noted and kept in mind. Fust, an abscess 
extending down into the pehis in the culdesac, espeoaffy on 
the right side, and occupying m the male the space between the 
bladder and the rectum, and in the female the position between 
the uterus and the rectum. Another location is one passing 
up the inner side of the outer border of the ascending colon 
and if it is situated pretty •well back it can simulate a pen 


the pehns pretty extensiielj and extending to the left side 
There are, of course, cases with the unusual picture of trans- 
position of the \TScera with the appendix located on the left 
side In addition to these, one of the most senous abscesses 
following appendiaus is tbe subphiemc abscess, usually located 
on tbe right side 

There was a time when surgeons debated the question as 
to when was the best time to operate on these abscesses and in 
Willard Parker’s tone, m 1870 and 1880, the rule was to wait 
at least a week, with the idea that after this penod the abscess 
would become walled off and it could be operated on by the 
eitrapentoaeaJ route, and this idea had a pretty strong bold on 
maiij surgeons ex en during the penod from 1890 to 1900 or exen 
later I behexe, howexer, that this has been now almost en- 
tirely ehmiaated My own new is that as soon as the diagnosis 
of abscess can be made, no matter where it is atuated, effort 
should be made to handle it radically m a surgical way Some 
years ago Jfoms Richardson Professor of Surgeiy at Barx-ard, 
and a n'umber of other surgeons advocated the handlmg of 
f hose cases of appendiatis associated with abscess in a two- 
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stage operation They ad\ocated first the drainage of the 
abscess and then later the removal of the appendix fay a second 
operation after the patient had completely recovered from his 
acute attack For a tune this rule was pretty generally adopted 
Then a good many surgeons, notably the late John B Murphy, 
advocated removal of the appendix m practically all cases, even 
though it was associated with a large appendical abscess I 
tliint: I can express to you the position of the majonty of sur- 
geons now by saymg this, that 'whene\er m operatmg on a case 
of appendiatis associated with abscess the appendix: can be 
removed without carrying marked riak to the patient, that this 
should be done at the pmnary operation, and, as a rule, this 13 
possible On the other hand, m the face of a large fecal abscess 
where removal of the appendix necessitates extensive trauma, 
carrying a definite nsk to the patient, this should not be done 
at the pitmary operation, but the surgeon should satisfy him 
sell in draining the abscess, leaving the removal of the appendix 
to a second operatiom Of course this may not necessarfly be 
required, as many cases of appendiatis associated with abscess 
ha\e no attacks after their recovery from the operation for 
drainmg of the abscess This was true m the case of the late 
Kmg Edward of England, who was operated on by Tre\es, 
the man who contributed so much to the early development of 
appendiatis work m Great Entain Tre\es simply dramed m 
that case and there was no indication for further operation. 
Personallj, I take this position m regard to these patients 
Where I had not been able to remove the appendix or where I 
had been compelled to content myself with simply drainmg the 
abscess, I have advised the patient to later have the appendix 
removed at a second operation, I have found that so many of 
these cases have recurrences and sometimes serious comphca- 
tions that I bebeve this is sound advice 

In the operation for draining appendical abscesses the 
surgeon must be prepared for the occurrence of a fecal fistula 
after the drainage operation- This is usually temporary, how- 
ever, and the patient usually recovers from the fistula without 
the necessity of any operabon for the cure of that condibon, 
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part sssoaited vnth a perforatjon of the aj^jendix Tclach 
becccse TraDed off bj a local plastic pentoaitzs, bojjasg 
inflamed focub inthra the toU formed h) the omentun and 
ine««itenes and coOa of mte<tine The position of these 
•^cesses radiate out lie the spokes of a ivheel from McBumCT s 
point. In addition to thn> usual and irhat mi^t be called 
normal position of appendical ahcceSi there are other locations 
which should be notrf and kept in niind Fir^t, an albcess 
eitending down into the pdAib m the addcsac, espeoaHv ca 
the ngit side, and ocnip^mg m the male the «p30B between tie 
bladder and the rectum and in the female the ptsbon between 
the uterus and the rectum. Anotha location is one pasmg 
up the inner side of the outer border of the ascending colon, 
and if it Is stunted pretty wcD back it can simulate a pen- 
1 -,r. I,, -ir- — O'* 
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the pehris pretti erten-ineh and ertendmg to tbs left sale 
There are of course, cases with the unumal picture of trans- 
poation of the \TsCEra with the appendix located on the left 
sde In addition to these one of the most senous abscesses 
foDowmg appendiatis is the ‘=ubphrcnic abscess, usuaDj located 
cm the nt^ht ade 

There was a tune when surgeons debated the question as 
to when was the best ttme to operate on these abscesses and in 
HlDard Parkers tnne in IS 0 and 1 "vSC the nJe was to wait 
at least a waek xnth the idea that after this period the alecess 
would become walled off and it could be operated on by the 
eitrapentoneal route and this idea had a prettv <troag hold ca 
manx ^urseons e-ixn during the period from I'^PO to 1900 or even 
later I bd.ere however that this has been now almost ca* 
tirel\ eliminated Mv own view is that as «wui as the 
of abicess can be made no matter where it u situated eCort 
stouH be made to handle it radicalh- in a <urgicsl waj 
years ago Moms RichardiOn Professor of ‘^urgeij at Harvard 
and a number of other wirceons adirocated the handling of 
£le«ie C 2 s» 4 sf sF^xs^'OUs assfoatfd walb ahscsss tn a two* 
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Stage operation They advocated first the drainage of the 
abscess and then later the removal of the appendix by a second 
operation after the patient had completely recovered from bis 
acute attack For a tune this rule was pretty generally adopted 
Then a good many surgeons, notably the late John B Murphy, 
advocated removal of the appendix m practically all cases, even 
though it was associated with a large appendical abscess I 
ttiink I can express to you the position of the majonty of sur- 
geons now by saying this, that whenever m operatmg on a case 
of appendiatis assopated with abscess the appendix can be 
removed without carrying marked risk to the patient that this 
should be done at the primary operation, and, as a rule, this is 
possible On the other hand, in the face of a large fecal abscess 
where removal of the appendix necessitates extensive trauma, 
caiT3rmg a defimte nsk to the patient this should not be done 
at the prmvary operation but the surgeon, should satisfy him 
self m draining the abscess leavmg the removal of the appendix 
to a second operation Of course this may not necessarily be 
required as many cases of appendicitis associated with abscess 
have no attacks after their recovery from the operation for 
draining of the abscess This was true m the case of the late 
Kmg Edward of England who was operated on by Treves 
the man who contributed so much to the early development of 
appendiatis work in Great Britain Treves simply drained in 
that case and there was no indication for further operation 
Personally, I take this position in regard to these patients 
Where I had not been able to remove the appendix or where I 
had been compelled to content myself with simply draining the 
abscess 1 ba\ e advised the patient to later have the appendix 
removed at a second operabon I have found that so many of 
these cases have recurrences and sometimes <;enous comphea 
tions that I beheve this is sound advice 

In the operation for draining appendical abscesses the 
surgeon must be prepared for the occurrence of a fecal fistula 
after the drainage operation This is usually temporary, how- 
ever, and the patient usually recovers from the fistula without 
the necessity of any operation for the cure of that condition, 
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although, of course, some of the fistul* are persistent espeoally 
those that are associated with a large perforation at the promnal 
end of the appendix near the cecum, or those that are associated 
With foreign bodies m the appendix 

Large abscesses m the culdesac present an mteresting prob 
lent I prefer to attack these from the usual appendix inasion, 
though sometimes it is preferable to make a midline masioa. 
Large appendical abscesses m the pelvis projecting mto the 
rectum or mto the vagina are cases m which the route of attack 
should be carefully studied out Often it is preferable to open 
these through the vagina or through the rectum rather than 
through the long tortuous route from aboi'e These cases 
usually do admirably, especially those opemng mto the vagina 
One of the mterestmg problems m connection with appen 
dical abscess on our service has been that of the abscesses 
which opened into the bladder We hai e had a number of these 
and some have been very difficult to recognize One patient 
that came under our observation about three years ago was 
admitted on the service of a colleague of mme with the diagnosis 
of prostatic abscess There was a discharge of very fecal pus 
mto the bladder, and later the escape of pus and gas and feces 
from the urethra This was followed very promptly by an 
ascending nephntis from whcb the patient nearly lost his life, 
he had also marked sjmptonis of paralytic ileus The patient 
was referred to my service and his life was saved by promptly 
domg a colostomy on the left side This side tracking of the 
feces and washing out of the bladder enabled us to clean up the 
cystitis, and later I made a laparotomy and removed the ap- 
pendix which was found down m the culdesac adherent to the 
bladder mto which it had perforated At the tune that I re 
moved the appendix I explored the pelvis very carefully and 
could find no fistula leading into the bladder I subsequently 
operated on the colostomy and restored the continuity of the 
bowel This, however, was promptly followed by a recurrence 
of the old symptoms, gas and feces commg out of the urethra, 
and marked constitutional symptoms, necessitating my at once 
re-estabhshing the colostomj opening The patient has since 
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altbOTgh of course some of tie fistula arc pcr*Lt<nt e^pctaaJIy 
those that are a_$oaated votb a Urge perforatjoa at the {r-oxcsal 
end of the appendix near the cecum or those that are a-soaated 
fnth foreign bodies in the appendix. 

Large abscesses m the ^Jcsac present an mtere-ting prob- 
lem I prefer to attack these from the u„ual appendix mn 
though sometimes it is preferable to make a rrHftItnp mason. 
Large app'-ndical abscesses m the pelvis projecting into the 
rectum or mXo the vagina are cases la wbicb the route of stUdi 
should be carefully studied out Often it is preferable to of« 
these through the s-agina or through the rectum rather than 
through the Jong tortuous route from aboic These cases 
usually do aximirably espedally those opening into the vagma, 
One of the interesting problems in comeclioa mth ippen 
dical abscess on our service has been that of the abscesses 
which opened into the bladder \\ e havir had a number of these 
and some have been very difficult to recogniae One patient 
that came under our observation about three yeais ago was 
admitted on the service of a colleague of nunc with the diagnosis 
of prostatic abscess There was a discharge of very fecal pus 
into the bladder and later the escape of pus and gas and feces 
from the urethra This wax followed very promptly by an 
ascending nephritis from which the patient nearly lost his life 
he had also marked sjuiptom-x of paraljdic ileus The patient 
was referred to my service and his life was saved by promptly 
dmng a colostomy on the left *ide This side tracking of the 
and waihing out of the bladder enabled us to clean up the 
cystitis and later 1 made a laparotomy and removed the ap- 
pendix which was found derail m the cuMesac adherent to the 
bladder mto which it had perforated. At the time that I re 
moved the appendix I explored the pelvis very carefully and 
could find no fistula leading mto the bladder I sutsequently 
operated on the colostomy and restored the continuity of the 
borcL This however was promptly followed by a recurrence 
of the old s}TDptoms gzs and feces coming out of the urethra 
and marked constituti^ symptoms neces. tating my at once 
re-e«ublishing the colo*tom) op«ming The patient has since 
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been m very good general health with the exception that he 
developed a bladder stone which was removed by suprapubic 
cystotomy, which faded to disclose any openmg leadmg from the 
bladder into the bowel He is now in very good general health 
and back at his onginal employment He refuses, and I think 
very properly, any further surgical mterference 

One of the most trying problems in connection with acute 
appendiatis is the problem of subphremc abscess and liver 
i^ections I t hink clinically one can divide these mto two 
groups subphremc abscess and septic thrombus of the radicals 
of the portal vein We have had thirty or forty subphremc 
abscesses on our service followmg appendiatis The climcal 
picture is sometimes obscure and sometimes pretty defimte 
In the typical case there is usually an acute exacerbation of 
symptoms with chills, fever pam in the right side, high up above 
the appendix region, increased hver dulness and dumnution m 
the area of normal respiratory sounds and m many cases push 
mg of the liver downward below the costal arch and sometimes 
defimte tenderness over the subphremc area One piece of 
evidence now at our disposal and which is of much value is a 
good X ray picture showing the abnormally high Stand of the 
diaphragm on this side The diagnosis is usually made definite 
b} the use of the aspiratmg needle locatmg the pus, and the 
pus can be evacuated dependmg upon the situation, either by 
an inasion parallel and below the costal arch m front, or by an 
mcision m the lumbar region or, what is more often necessary, 
by a transthoraac mcision resectmg — depending upon the loca 
tioD of the abscess — the eighth, ninth, or tenth nbs and reach 
mg the subphremc space transthoraacally This operation 
should be done, as a rule under local anesthesia, and when the 
abscess is found, thorough dramage should be established 
I think one of the criticisms that can properly be made on our 
handhng of subphremc abscesses up to this tune has been that 
we ba\e, as a rule, not provided suflSaent drainage 

The cases of hver infection followmg appendiatis are of two 
general groups one, hver abscess, and the other, septic throm- 
bus of the portal vem or the radicals of the porul vein This 
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is a most senous complication and one that is usually fatal 
Abscesses of the liver following appendicitis are usually niul 
tiple, and on that account are difficult to handle successfully 
surgically The septic thrombus of the portal vein gives an 
almost absolutely hopeless picture The symptom complex is 
that of a septic thrombophlebitis as far as the constitutional 
signs are concerned — chills and fever coming on every day or 
every other day The subjective symptoms are those of shght 
jaundice, although this may sometmies be marked, and what is 
of most importance, the absence of other conditions that could 
account for the chills and the jaundice Most of the cases of 
septic thrombus of the portal vem and multiple abscesses of the 
liver that we ha^e had on our service foUowmg appendicitis have 
gone on to a fatal tennmatjon Tbere ha% e been several peculiar 
exceptions to this rule which are hard to explam, where the pic 
ture seemed to be quite typical and the diagnosis quite definite, 
but after the condition had peisisted for weeks, the chills and 
temperature gradually disappeared, the jaundice cleared up, 
and the patient went on to reco\’ery 

But, after all, the most important comphcation of appendio 
tis is acute geCEial pentomlis which li not idieved la so generally 
fatal We ha\e, of course, studied these cases on our service 
dunng the last twenty years with great interest, and have h\ed 
through the development of modem surgical therapy wbeb 
has accomplished such wonderful results in the handlmg of the 
majonty of these cases m the last twenty years During that 
period we have learned to recogmxe general pentomtis and 
treat it, so that the mortality wbch a generation ago approadhed 
90 per cent or mote is reversed, and we are now ahle, under 
favorable coadittons m the patients operated on early, to save 
90 per cent 

I want bnefiy to outime to you our plan of handlmg acute 
perforative pentomtis cases The diagnosis must be made 
within the first few hours certainly within the first twelve hours, 
if we are to hope for much from surgical mtervention This 
diagnosis must be made on » few data— pam tenderness, and 
muscular ngidity We cannot afford to wait for a high leukocyte 
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count, for a marked increased in temperature, for a tympamtic 
abdomen, or the thready pulse and dusky face of dymg pen- 
tonitis If the patient is to be saved the operation must be 
performed because he has pam, tenderness and a ngid belly 
One must not wait for tympany and thready pulse, which are 
often not signs of the disease alone, but signs of impendmg 
death In discussing the modem surgical management of pen 
tombs and attemptmg to estimate its value we must assume 
that we have made a moderately early diagnosis and that sur 
gical mterference is undertaken withm a reasonable penod after 

onset of the peritonitis I should like to discuss the scheme 
of surgical management under several heads viz (1) anes- 
thesia, (2) mosion (3) proper surgical disposal of the per 
foiabon or focus of infection (4) testing the pentoneal cavity 
to determme if the pentonitis is local or general, (5) when there 
IS free pus or noxious matenal m the general cavity, its removal 
by iragabon with nonnal salt solution, (6) drainage, (7) sur 
gical dressing (8) after treatment — the modified Fowler posi 
bon, (9) mtermittent salt solution per rectum (10) washmg out 
the stomach, (11) question of medicabon morphin and strych 
mn (12) water and food by stomach, (13) paralytic ileus and the 
saline catharbc treatment 

1 Anesthesia — The normal anesthebc m these cases is 
drop-ether, properly given In cases m which the patient js 
in very bad condition and the operabon short, nitrous oxid gas 
may be employ ed unless there is a heart lesion and then ether 
IS safer 

2 Incision — ^The first masion should be made over the sus- 
pected focus As a muscle-sphttmg mcision for an appendix 
case or a median line mcision above the umbdicus for a stomach 
or duodenal case 

3 Perforation — The perforation or leak must be so handled 
as absolutJy to prevent any further leakage I would be 
very insistent on this pomt I have too often seen cases m 
which the pentoneal cavity w as simply opened and drained with 
out closmg the leak permanently, and m which the pabent was 
ahnost certainly lost because the leak conbnued The 
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that ^ It IS di£6cult and tune-consuming the leak should not be 
sought for and closed is bad teaching I should say that it is 
so important for the safet} of our patient to dose every leak 01 
perforation of the alimentary canal causing peritonitis that a 
most thorough closure should be obtained even at the cost 0 / 
some nsk and tune It is only in ertremely difficult cases 
with patients m such bad condition that they will evidently 
stand nothing in the way of operate e interference eroept an 
masion and the introduction of a dram that we should make 
an exception to the rule In cases of pentorutis from suppurative 
fna other than the alimentaiy canal as the utenne appendages 
It IS desirable to remov e the focus entire if the condition of the 
patient permits if the patient s condition is bad we can trust 
to drainage alone with somewhat better chances than in the 
cases with alimentary canal perforation 

4 Testing the Fentoneal Camly la Determine Whether the 
PenUmths is Local or General — ^This to my mind is one of the 
most important and mterestmg developments in the modem 
technic As an illustration let me ate 2 cases of appendiatis- 
Case L — \ young man of twenty was brought into the 
hospital with a diagnosis of appendiatis He had beenill several 
days from the history a perforation had occurred a few hours 
before I operated at once and found a perforated appendix 
with free pus about it This was removed and the stomp m 
vaginated mto the cecum I then took a female glass catheter 
and tested the abdominal cavity I placed my thumb over the 
open end mtroduced the pomf into the culdesac removed my 
thumb for an instant and then replaced it and withdrew the 
catheter employing it m much the same way that one does a 
glacg pipet m p cLmg up urme from a bottle As I withdrew 
the catheter I found the lower 5 or 6 mches full of aeamy pus 
I then knew that I had a free general pentomtis to deal with 
and handled it accordingly 

Case II — A boy of ten gave much the same history I 
operated on him m the same way and when I tested his culde- 
sac found nothing m the catheter except a small amount of 
dear pentoneal fluid and I therefore handled this case as one 



APPENDICITIS 327 

which was still himted to the region about the cecum although 
the pus was free in that part of the peritoneal cavity 

5 Pus in the General Peritoneal Canty —When there is free 
pus or other noxious material widely disseminated m the pen 
toneal cavity I beheve that it should be removed by irngation 
No one would doubt the advisabihty of washing gross stomach, 
contents out of the pentoneal cavity m a case of perforatmg 
ulcer of the stomach why should we not do the same for fecal 
pus or any pus? 

When I have tested the pentoneal cavity mth a glass cathe 
ter in the way I have descnbed and found free pus I then make 
a small buttonhole counteropenmg m the median hne just above 
the symphysis through this a large glass tube is earned to the 
bottom of the culdesac then through the mam masion whether 
for appendix or stomach another similar tube is earned to the 
seat of the perforation or focus and this is attached by a rubber 
tube to an imgator filled with normal salt solution at 112" F 
and the pentoneal cavity is flushed out with several quarts of 
this irngating fluid until the fluid comes out perfectly clear 
Practically no time is lost m this part of the operation as we 
are closmg the mam incision while the water 13 running 

6 Drainage —Rubber tubes should never be used m these 
cases for drainage at least unprotected rubber tubes Ciga 
rette drams are much to be preferred A long cigarette dram 
made of a small rubber tube about as large as a No 10 or 12 
catheter about which gauze and gutta percha tissue is wrapped 
until It IS the diameter of a lead pencil or httle finger is earned 
through the small buttonhole m the median hne to the bottom 
of the culdesac Similar drams are earned to the pomt of 
closure of the perforation or removal of the inflammatory focus 
and the rest of the mam wound is dosed 

7 Dressing — The surgical dressmg should he a copious 
moist hot wet dressmg of hot bone solution A moist dressmg 
picks up the discharge better than a dry dressmg These dress 
mgs should be changed every six to twelve hours as demanded 
by the amount of discharge— usually tv.eKe hours is often 
enough sometimes trienty four 
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8 PosUtcrt — The Fovrler position is of much ^ alue for these 
patients but unfortunatel> an exaggerated position has often 
been insisted on to the great discomfort and disadvantage of 
the pabent. I am sure that we 2iave obtained aD the possible 
benefits of the position by allowuig the patient to he flat in bed 
and ele\-atmg the head of the bed from 18 to 20 inches on two 
c h air s In order to pre%eiit the patient from shdmg down d 
bed a bobter is placed below the buttocks and held fixed to the 
head of the bed by strips of roller bandage I should like to 
emphasize the importance of this method of usmg the Fowler 
position. I haTC seen pahents pojtiielj tortured bj bemg 
compelled to sit up m bed because the attending suigeon has 
been led to belies that this position was mdispensable to the 
modem method of treating pentorutis. 

9 SaUnt — I thmV that we are all agreed that funushiEg 
these patients with a large amount of fluid by the bowel is one 
of the important factors m securing for us our improved results 
This matter has howe\er been greatlj o\'erdone Continuous 
irrigation by compheated apparatus is often insisted on much 
to the imneoessary disoimfort of the patieaL The presence of 
a tube constantlj la the rectum is annojing WTiat we desire 
to accomplish is to furnish the pabent a large amount of water 
so that the kidnej-s can act well and excrete the toxms and so 
that the sj'stem will haiu enough fluids for the comfort of the 
patient This can be done by mtemipted rectal imgabon with 
much greater comfort to the pabent and with all the benefits 
that can be obtamed from the contmuous imgabon The 
continuous imgabon if pushed may be a posib« danger 
sometimes producing edema of the lungs and of the extremibes. 
The rule is to ps-e from 8 to 16 ounces of normal salt solufaon 
every two to four hours to be retained and a deansing enema 
once or twice a day 

10 Stomach Washing —U the patient vomits repeatedly the 
stomach be washed out, I do not belies-e howesxr in 

^fllcing gastnc lav-age the rule If the s-omibng persists the 
lavage should be repeated- Great care should be taken to 
pirmit d possible tie desTlopment of acute dflatabon of the 
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Stomach, a condition very similar to paralytic ileus If the 
patient docs not vomit or if the vomiting is slight and soon 
ceases, the patient should be given -water by the mouth, at first 
in small amounts, and as the conditions improve, this can be 
increased, with a corresponding deaease m the amount given 
per rectum If at the end of twenty four hours after the Opera- 
tion the general conditioxi is good, milk and Vichy m small 
amounts — an ounce each — every hour, can be begun 

11 The Question of Medicahon — Morphin should, as a rule, 
be withheld, and still, m a large mioonty of cases when the pain 
and restlessness are great, it is often of great benefit giving the 
patient sleep belter respiratory action and mcreasmg his chances 
of recovery 

12 Ileus — ^Paralytic ileus is sometimes a senous or even 
fatal comphcation It is here that proper early use of salme 
cathartics has been of value Most patients have more or less 
gas pams These should be handled by stimulating mjections 
given low in the rectum, I usually use magnesium sulphate and 
glycerin and water m equal parts Where the distention is 
considerable and persistent salme cathartics m small repeated 
doses uath stimulatmg enemas and strychnin m moderate 
doses should be employed In a few cases secondary operations 
for localized abscesses will be necessary, and m a few cases m 
which the ileus persists enterotomy wiU be required 

I have found that one of the most valuable means of com 
batmg paralytic ileu!> is castor oil m small and repeated doses 
I usually give a teaspoonful every hour until peristalsis with 
expulsion of gas and feces is secured 

I believe that, following out this general scheme we can, m 
Cases early diagnosed and early operated on succeed in saving 
a very large percentage of our cases of general pentomtis 
And when our laboratory colleagues ask us what clinical surgery 
has done we can tell them that for one thing it has solved the 
problem of pentomus, that under favorable conditions it can 
save 90 per cent of these patients who but a lew years ago 
were almost certainly doomed to die 




appendical abscess and carcinoma of the 

CECUM 

Summary Case /—A patient seventy years of age with a movable mass 
in the right lower quadrant of the abdomen diagnosis appendical 
abscess discovered at operation 

Case II^A patient of sixty with a movable mass in right lower quadrant 
of abdomen diagnosis resection of careinoma with lateral anastomosis 
ol bowel — ^technic 

APPENPICAL abscess 

The first patient on whoni I sfiall operate today is one that 
gives a rather confusing clinical picture It is an old lady of 
seventy, who came to me with the statement that six ’weeks ago 
she rather suddenly developed a pam in the nght lower quadrant 
of the abdomen associated with lome temperature, some \om 
iting and marked constipation, and a good deal of tympany 
At the end of about three days the symptoms subsided, and 
with enemas and laxatives she succeeded m getting her bowels 
to move and gradually recovered from the condition so that 
within another week felt quite well agam Ten days ago she 
had a sunilar expenence from which she has recovered as far 
as any acute symptoms are concerned and she comes to us this 
mornmg m fairly good condition Her pulse and temperature 
are normal there is no bloating of the abdomen her bowels 
moved jesterday and the day before she has not vomited 
She has however some pam or, rather a sense of imeasmess 
m the nght lower quadrant of the abdomen and some tender- 
ness on pressure and as I examine her I find a movable mass 
about the size of a lemon m the region of the cecum It is 
moderately tender, not exquisitely so and I confess that I am 
uncertain w hether we haxe to deal with a carcinoma of the bowel 
or a walled-off appendical abscess which is so situated in con 
nection with the cecum, the ileum, and omentum as to permit 
of a considerable degree of mobihty We have been confronted 
a number of tunes with just the same chmcal picture, and m 
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some of the cases T7e ha%e found that we had to deal with a 
walled-off abscess and in others we have found unfortunately 
that the mass was a caranotna of the cecum and m stni others 
especially m young individuals we ha^e found that we had to 
deal with an ileocecal tuberculosis I am glad of the opportunity 
of showing you this problem because it is confusing and one 
must be prepared to find one of se\eral different pathologic 
conditions responsible for the condition 

The patient is now anesthetized and I shall mntre the usual 
muscle^bthng inasioa that we male for an appendiatis case 
Opening the pentoneal cavity I come down to the cecum and 

1 find a Ino^’able tumor between the cecum the ileum and the 
omentum It looks as though we had to deal with a neoplasm 
but as I carefully peel off the adherent omentum jou will sec 
in there a small abscess canty filled with thick y ellow pus and 
as I empty it out j ou will see that there is altogether probably 

2 ounces of pus m this cainty I cannot as yet see the appendix 
but foUowmg the longitudinal band of the recum downward 
and continuing my separation I now bnng the appendix into 
\iew and find that there has been a perforation on the side of 
this short thick walled appendix communicating with the ab- 
scess ca\uty I separate the appendix with a good deal of dif 
ficulty from the surrounding adhesions ligating off the mesea 
tenolum I mvagmate the stump mto the cecum with purse- 
string sutures removing all the pus which has a slight colon 
odor carefull\ with moist sponges It will of course be desir 
able to dram this canty for some day’s and I shall do so with a 
.;tna11 ogaictte drain which has a rubber tube of good-sized 
caliber in the center and dose the men. on m the usual way 

After history — The patient went on to a quite une\entful 
recoieiy There was some suppuration from the abscess for 
three or four days the colon odor disappeared and at the end 
of about three daj’s the agarette dram was remo\ed and a No 
12 Amencan soft catheter was mtroduced m its place The dis- 
cbaige continued shght m amount for another week and the 
catheter was gradually shortened and at the end of ten days 
was remoi sd eatirrfy 
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CARCINOMA OF THCCECUM 

I am fortunate to be able to show you tbs morning another 
case which presents somewhat the same clinical picture as the 
one we have just operated upon and jet in this particluar case 
I tbinir we are in a position to make a very definite diagnosis 
This patient is a woman of sixty two She conies to us with 
the history of a gradually developing and rather marked con 
sbpation She makes the statement that on four or five oc 
casions she has bad great diflaculty in gettmg the bowels to move 
hut that finally with oil and enemas a bowel movement could 
be obtained and then for a penod of two or three days she would 
have more or less diarrhea She has lost some weight and 
strength although her general condition is good As far as she 
knows she has had no temperature or chill or any evidence of 
constitutional infection She has never noticed any gross blood 
m the bowel movements She states that she has discovered 
a mass quite movable m the right lower quadrant of the ab 
domen 

She has been on my service for several days and we have 
made a complete and eichaustive exammation oS the case "We 
find that as we examine this mass it is quite movable and seems 
to he about the size of my fist and situated m the position of 
the cecum Examination of the feces shows a constant post 
tive Weber showing the presence of blood An examination 
with a banum injection mto the large intestine shows a 
definite filhng defect which you will see m the *-ray picture 
I have no hesitation in making m this case a definite clinical 
diagnosis of carcinoma of the cecum She has no evidence of a 
general carcmomatosis Her general condihon is excellent and 
we shall attempt to do here a radical operation resectmg the 
cancer and I am hopeful that there has as yet been no regional 
or general mvolvement and that the prospects of cure if she 
recovers from the operation are excellent 

Under ether anesthesia I make a very large muscle^htUng 
rnosion the same that we use for an appendix operation You 
will noUce however that the rnosion is 7 or 8 inches m length 
and that as t divide the external oblique I expose the mtemal 
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oblique from the anterosupenor spine to the outer border of 
the rectus muscle I separate the mtemal oblique and trans- 
%crsahs parallel with their fibers by blunt dissection anrt this 
giies me a i cry large opening into the peritoneal cavity I now 
come down to a large tumor perfectly free Hie omentum is 
not adherent to it There is no cndenoe of mfiammation or 
local pientoniUs There is, however, as I ezamme it a direct 
extension from the tumor of the cecum to the parietal pen* 
toneum on the outer surface of the tumor, so that it will be 
necessar> for me to excise an area about the size of a sflver 
dollar of the parietal pentoneum which has grown to the tumor 
I now examme the mesentenc glancL> and find they are not 
enlarged There are no deposits m the Lver The carcmoma 
seems to be limited to the pmnary focus and I shall therefore 
proceed to the resection I "^haU do this in preference to the 
ilikulicz method of bnngmg out the tumor mass, sewing it 
outside of the wound and later removing it and still later 
curing the fistulae by a plastic The Mikulicz is sometimes 
necessaiy but I prefer resection and lateral anastamosis when 
ever possible 

The first step m this operation is to divide the outer layer of 
the mesocecum and the mesocolon of the ascending colon. 
This outer lajer is not vascular, and I divide it from the ihan 
fossa up to the hepatic flexure As I do this I notice that there 
are some adhesions about the hepatic flexure and my assistant 
remmds me of the fact that several years ago this woman was 
operated on for gall-stones, and these adhesions are due to that 
operation. I now bnng the tumor out mto the wound and the 
entue ascending colon and S or 6 mches of the terminal ileum. 
The next step will be to hgate off the mesentery of the cecum 
and that part of the ileum and that part of the ascending colon 
that we shall remove m the operation This you see I can do 
with one large catgut ligature ligating the vessels deep down 
at the root of the mesentery I now divide the mesentery above 
the hgature and proceed to clamp off the ileum about 2 mches 
from the ileocecal valve and the ascending colon about 2 inches 
above the carcinoma I use very heav^ massive clamps for this 
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pviipose After leaving the damp on for a moment I now 
hgate, with a strong silk ligature, first the ileum at the point 
where I have crushed it with clamps and second, the ascend 
mg colon where I have crushed it Now.puttmg on two other 
clamps dose to the point of hgalion so as not to allow the escape 
of any fecal contents from the secUon we are to remove, I divide 
the bowel at each side dose to the point of Lgation and remove it 
The next step is the mvaginaUon of the end of the ileum 
and of the end of the ascending colon I do this with purse- 
strmg suture, puttmg the first purse string about 5 mch back 
from the pomt of hgature and the second purse strmg over 
this, takmg m about another ^ mch of the bowel so as to make 
a very complete mvagmation I have used m these puise 
strmg sutures Pagenstecher Imen I now make a lateral anas- 
tomosis between the terminal ileum and the ascendmg colon, 
domg this just as we do a gastro enterostomy, using three 
rows of sutures and selectmg by preference for the anastomosis 
m the colon the longitudinal band of fibers because the bowel 
wall IS stronger at this particular pomt and the suturing is easier 
and safer, selectmg for the anastomosis of the ileum a pomt 
directly opposite the mesentery You will notice that I do not 
make a very large opemng An opemng 1 or Ij mches m length 
IS quite sufficient because the contents of the ileum passmg 
through the opemng mto the cecum are hquid, and an opemng 
of this size IS quite as large if not larger than the normal ileo 
cecal valve 

There remains for us now the closure of the openmg m the 
mesentery This is qmte important, because if we allowed ttu*^ 
opemng to lemam at the pomt of resection, a loop of intestme 
might pass through it and become strangulated, and we might 
lose our patient from mechanical ileus as a result I therefore 
very carefully with fine catgut dose this opemng in the mesen 
tery I now proceed to close the external wound just as we 
do an appendix wound I shall, however employ drainage m 
this case I always do m these excisions of the bowel, behev- 
mg that It IS distmctly safer For this purpose I use a small 
aagarelte dram and carry it down to the pomt of anastomosis 
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The pads and sponges aie accounted for and the patient 
IS m excellent general condiUon, I think that the chances are 
about SO to SS per cent that she wffl K<mvr from this operatioo, 
and the prospects of pennanent cure I should tlunV should be 
40 or SO per cent , judging from our experience in these cases 
where we ha^e been able to resect the carcmoma of the colon 
before there has been any regional or general iniohement. I 
want, however, to change that statement somewhat, because 
for the moment I forgot the fact that this carcmoma had already 
invaded the parietal peritoneum kou will remember that we 
had to resect a part of the panetal pentoneum, and 1 oa 
that accoujt we should modify our statement and say that 
probablj the prognosis as to permanent cure would be 20 to 
25 per cent m this case 

I am very glad of the opporttmity of showing jou at this 
clinic these 2 cases “o much alike as far as phj-sical findings were 
conceixied, and m a general waj the clinical picture, and yet 
so difl’erent m pathology, one an appendical abscess and the 
other a carcmoma of the cecum I would like to refer to another 
group of cases with which we have had considerable expenence 
and m which the clinical picture is v ery much the same as m 
these two cases, and m which we have a combination of the two 
pathologic caaditioas, and that is the rather rare condition of a 
carcinoma of the appendix, which becomes the site of an acute 
appendiatis I can do nothing further today than simply 
refer to condition. It is one about which a great deal of 
surgical hterature has now accumulated The usual picture of 
» f 1 j '-V/^fTnMerate 

that 
• finds 

at the time of operation what appears like an acutely inhamed 
appendix containing pus but usually with very thi<± walls 
The majority of these caremomas of the appendix that I have 
operated upon that have been acutely inflamed have been sus- 
piaously large appendices I would like to impress upon you 
the importance of very careful histologic examination of <peo 
of this kmd that you remove «o as to determine at once 
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whether you have to deal with simply an inflammatory lesioa 
or whether you have to deal with a combmation of a neoplasm 
and an inflammatory lesion m the same appendix 

Of course, the problem naturally presents itself to one’s 
mind that there may be some other pathologic explanation for 
the greatly thickened appendix, such as tuberculosis or actino- 
mycosis At any rate whenever at an appendix operation there 
IS induration or marked thickening of the appendix at any point, 
the surgeon should leahxe the pi»sihihties in that case of car- 
anoma, tuberculosis, or actmomycosis and should make a care- 
ful histologic study to determme the existence of such a com 
plication, and this should be done at once, so that the patient 
may be given the benefit of a later secondary operation after 
the subsidence of the acute symptoms if it is thought that such 
secondary operation might enhance the prospect of permanent 
cure 

After-history — The patient had a slight temperature on the 
second and third day up to 100 8“ F On the third day the 
agarette dram was removed and a slight amount of pus with a 
distinctly fecal or, rather, colon odor made its appearance A 
No 12 catheter was mtroduced in place of the agarette dram 
The colon pus continued to discharge for about ten days There 
never was at any time any fecal matter, showmg evidence of a 
leak m the bowel By the fourth day the patient's temperature 
was normal and she was able to take a soft diet In spite of the 
discharge ol colon pus about the drainage tube the rest of the 
wound healed up very kindly and without any infection The 
patient had no vomiting and rather free bowel movements— 
three or four times a day — liquid bowel movements beginning 
about the third day after operation The patient went on to a 
complete operative recovery 

VOV 3— sj 




amputation at middle of thigh for gas 

GANGRENE 

Summary Gangrene of the leg following injury to popliteal vessels by charge 
from shotgun technic of amputation in presence of gas gangrene — ^che 
guillotine rnethod superseded — general management — uiiportance of the 
early treatment of wounds — debridement 

January 15, 1919 

I WANT to present to you this morning a case that is a rather 
unusual one in civil practice, but is one that has been met with 
thousands of tunes on the Western front during this war The 
case, in fact is identical with many extensive shell mjunes of 
the lower extremities which have been of necessity badly handled 
m mihtaiy surgery m many mstances because of the impossi 
bihty of transportmg the patient at once to a hospital where 
he could receive proper surgical attention 

This boy is only fourteen years of age Six days ago he 
was out rabbit shooting and very thoughtlessly and carelessly 
poked the butt of the shotgun mto a com shock into winch he 
had seen a rabbit run As he did this the hammer of the gun 
caught m one of the com shocks and was pulled partially back 
and then drove the linng pm with suffiaent force to explode the 
shell The shotgun was an ordinary smgle barrel gun loaded 
with Ij ounces of hght shot The barrel of the gun was m close 
contact with fus knee and the discharge tore out the structures 
m the popliteal space back of the joint, evidently mjunng the 
vem and artery The attendmg physician who was called was 
m hopes that he could save the hmb It was put up m an anti 
septic dressmg It was noticed however after the accident 
that the leg became cold and then black and gangrenous up to 
the knee-joint This mornmg be was brought by ambulance 
to my hospital service 

\ou will see that there is gangrene of the leg up to the knee- 
jomt, and abo\e that pomt the lower half of the thigh is quite 
stkoUen and edematous and on palpation I find that 
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showing that there is gas mBltrating the tissues It is dearly 
a case oi gangrene from cutting o2 of the blood supply, followed 
by a gas bacillus infection The boy’s general condition is very 
bad His temperature is 104° F and his pulse is veiy weak 
He IS dopey and it is very questionable whether we can save hh 
life I have told his father that the chances are about three 
to one agamst him, but that the only chance for him is to make 
an immediate amputation 

The boy is now anesthetized with drop ether The dead 
lunb is covered with sterile cotton and a gauze roller, and the 
entire thigh and buttocks and well above Poupart’s bgament is 
deaned up with tincture of green soap and alcohol I now apply 
an Esmarch bandage as high up the thigh as I can controUmg 
the orculation so as to mate the amputation bloodless, and have 
the boy lose as httle blood as possible during the procedure 
The gas gangrene extends up on the outer side of the thigh over 
the buttock but not on the inner side It is evident that I 
cannot make the amputation entirely above the infected tissue 
and it will be necessary for me to divide the tissue that is al- 
ready mfected by the gas baallus I shall make the amputa- 
tion through the middle of the thigh and I shall do what I 
do by choice m these cases, a bilateral flap, making an mtemal 
and external flap because in this way we can secure better 
dramage I make what has been termed a “racquet inasion” 
in makmg this bilateral flap Beginning m the midline m front 
I cut through the skm and superfiaal fascia and then carry the 
inasion posteriorly in the midlme 2 or 3 mches higher than I 
did antenorly (Fig 104 a,b) I retract the skm and superfiaal 
fasaa for a distance of about 2 inches, and then, as you see, 
divide the muscles of the thigh transversely at this high point 
(Tig lW,c) Here m making the mtemal flap I come down to 
the femoral artery and vem which do not bleed on account of 
the Esmarch bandage I immediately clamp these with for- 
ceps and hgatc them and, as you see, I put on a second Lgature 
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for additional safety I want to make the amputation as rapidly 
as I can and shall not make an effort to do what I stm nM prefer 
doing in this case, making an apenosteal division of tie bone bat 
shall simply divide the bone trans\ersely with the saw, in order 
to sa%e time, at a level a httle higher than that at which the 
niuscJes are divided (Fig fOo, You wiU noDoe, on tie pos- 
tenor and outer aide of the limb, a marked edema from tie gas 
badllus infection which mvolv'cs the superfiaal fascia at the 
pomt where we have made the amputation The muscles them 
selves and the mtramuscular Ia> er seem to be pretty clean and 
noimak 1 pitl. up the saatic nerve, draw it out, and cut off 
about an inch of it in order to mate sure that it is not mvolved 
in the gross scar (Fig lOS, c) I pick up m close contact with 
the saatic nerv e, the saatic v eSseU and hgate them I find in 
dose contact, too with the femoral vessels some other vesseb 
of fair size which are evidently bifurcatmg branches from the 
profunda These I also pack up and doubly ligate, and as 3 
look over the field I find four or five oozing points on which I 
apply artery forceps Ivow I put a very hot gauze compress 
over the stump and ask one of my assistants to make some pres- 


seized with artery forceps and hgated The hemorrhage is now 
completely controlled 

The problem that confronts us now is that of secunng veiy 
excellent drainage and at the sanje time attempting to secure a 
good stump after wound healing is complete I wish you 
would follow me now in the technic which I shall attempt in 
this case and which I think is a much better plan than the 
guillotine amputation which was for a time strongly advocated 
by mflitary surgeons durmg this war but which has now been 
pretty generally discarded 

I take a broad stnp of iodoform gauze about 5 inches wide 
and double it once and cover the entire surface, muscles bone 
and all, with thn. gatiae bringing jt out at tie upper angje and 
at the lower angle of the masion I now dose the line of the 
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F»g lOS — d. Incision through muscles completed, soh tissues retracted, 
«ith limb at the perpendicular, and bone bemg cut through, e, amputation 
completed, large vessels have been Secured and the sciatic nerve has been 
drawn down preparatory to bemg cut o5 short 

inaaon o\er Uiis gauze \Tith silkT.orm-gut sutures, pkcang 
them about an inch apart These sutures pass through the 
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skin, superfiaal and deep fasaa I now tie these sutures not 
in a hard knot, but in a bow knot so that I can rapidly untie 
them and use them as secondary sutures We secure, as you 
see, very good approxnnation of the hne of masion I shall 
apply over this a moist boric dressing and a large absorbent 
dressmg over that (Fig 106, g) 

The boy is m \er> bad general condition and will be treated 
as a shock case as far as we think this can safely be done I 
would not advocate mtravenous or subcutaneous transfusion in 
this case but will place the patient m bed with the head well 
lowered and give him salt solution by the rectum As we com- 
plete the operation I want to repeat to you what I told his father, 
that the chances are probably three to one against the boy’s 
survivmg the injury and the operation necessary for the removal 
of the gangrenous lunb Although we have removed the 
greater part of the tissues infected with the gas bacillus there 
IS still some remaining and unless the boy has enough resistance 
to overcome the gas bacillus infection still remainmg in his 
tissues be of course wHl succumb to the lesion 

AFTER HISTORY 

The boy had a great deal of shock from the amputation 
The foUowmg morning he was very much brighter and m very 
much better condition and was able to take hquid nounshment 
without vomitmg and retained the normal salt solution per 
rectum very n elL He still had a temperature m the evenmg of 
about 102“ F for several days, but droppmg to normal m the 
mommg It gradually disappeared so that at the end of the 
fourth or fifth day the tempeiature was normal At the end 


Fig 106—/ A hot pad w placed over the stump as the Esmarch is re- 
moved bleed ng points are grasped with forceps and 1 gated as the pack la 

al J . 

a. • s 

F . H 

w B,. ^ 1 auu oue-uaii puued out through each end of the incis on The 
sutures were then retied 
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of the fourth daj the bo> was sent to the dressing room- Two 
of the central si^orm-gut stitches that had been tied with the 
bow knot were untied and the large layer of lodoftjnn ganze 
that co%ered the entire stump was dl^•lded in the middle and 
then thoroughlj soaked for ten or fifteen minutes with perond 
solution 1 part to 4 parts of sterile water At the end of that 
time the gauze was \erj caiefullj removed with xtry hut 
bleeding and the 'Dtwonn guts were tied faufy snugl> seccr 
mg a "very good appromnation (Fig 106 k) Withm thirtj-nx 
hours after the amputation all signs of crepitation had disap- 
peared and the bo> seems to be going on to a a erj good re- 
co\ery and with the prospects of a ■'try good stump 

The case l> ni timma ting from se\eral «taadpomts Fir^t, 
that the same sort of gas badllus mfectioa that has been so 
common on the Western battle front may occur in any indi- 
vidual on the streets of Chicago or m any callage throughout 
the country proMded the factors essential to produce these 
conditions are present In other words there is nothing peculiar 
about the soO of Belgium or northern France as has been stated 
by some mihtary authors which makes these eitensn-e gas 
gangrene infections more apt to occur in those locahoes than 
in our own country Those germs of the gas bacillus are pres- 
ent eierywhere here m Chicago as well as m Belgnmn If we 
ha\c extensile gunshot mjury or extensrve mjury from any 
other xnolence which produces eitensne deMtahzation of the 
and dn\es dirt and dothmg deeply into the tissues if 
the pahent is not gi\en the benefit of good surgery which would 
pipan early remennl of these de\^tallzed tissues foreign bodies 
fintlung etc. the same destructne infections wiU result. That 
they ha%e resulted so much more frequently m military surgery 
♦tian in av3 practice i* due to the fact that these horribly freer 
ated wounds with masses of de\itahzed tia.ue and imprcg 
jjated with dirt and foreign bodies are nece&sarily much more 
common in war than m a>il hfe Again, that th^ are more 
common in war than m a>'il hfe is due in part at least to the 
fact that m cn-3 hfe the«e cases are more apt to recen e prompt 
and immediate attention within a few hours after receipt of the 
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injury In war, many of these cases he out m No Man s Land 
for hours until the favorable period for handling the cases sur 
gically IS passed and until the infection is well established It 
IS now a well recogimed fact that if these cases can be handled 
withm what is known as the penod of contamination witbm 
the first SIX or eight hours after receipt of the injury and the 
devitahzed tissues removed and the dirt and foreign bodies 
removed by cleanly dissecting out the wound we are able m 
80 to 90 per cent of the cases to sterilize this wound as we can 
stenhze the field of operation m making an aseptic abdominal 
operation and seciue primary union by suture without drain 
age provided the limb has good circulation In this particular 
case if we had seen the case within the penod of contamination 
within the first six hours we would have found at the tune of 
the examination whether or not the pophteal vessels were so 
extensively mjured that amputation was required The ampu 
tation could have been made m this penod of contamination 
with good technic so as to practically eliminate the danger of 
suppuration and gas gangrene 

Note — A careful dissection of the amputated Umb showed 
that there was a gross injury to the pophteal vessels cutting 
off the blood supply completely making gangrene certam 




abscess of the LtJNG 

Summary Abscess of the lung as a sequel of tonsillectomy the two-stage 

opciation — danger of producing empyema and a method of avoid ng it 

January 10 1919 

The patient upon whom I shall operate this morning is a 
woman of thirty five who has been transferred to my service 
from the service of Dr James B Hemck with the diagnosis of 
abscess of the Iimg Dr Hernck has gi\en me the following 
history of the case 

She had a tonsillectomy some weeks ago and this was fol 
lowed by pneumoma gangrene of the lung and the develop- 
ment of a lung abscess I saw the patient first about three 
weeks ago and she was then coughmg up a good deal of foul 
matenal havmg the peculiar odor that is so frequent m cases 
of limg gangrene I advised no operative mterference at that 
time though the physical findmgs were quite suggestive of lung 
abscess Examination with an exploring needle had failed to 
locate the abscess defimtely 

After our first consultation the woman unproved deadedly 
for a week or ten days and the temperature came down and 
we were in hopes that she would go on to recovery without 
requinng any surgical interference Her symptoms however 
have recently become more marked the temperature has agam 
gone up the cough is very distressmg and the x ray finding<; 
are now very defimtely those of limg abscess The clinical 
picture IS also perfectly consistent with the diagnosis of lung 
abscess She coughs up at mtervals considerable quantities of 


I am gomg to operate upon this case under local anesthesia 
We are domg practically all of our lung abscesses now without 
a general anesthetic and I am very well satisfied with the use 
of local anesthesia I shall use i of 1 per cent apothesine with 
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a little adienalm The * ray plate shows that the abscess is 
in the seventh intercostal space 4 inches to the right of the 
spinous process Before using the aspirating needle I am going 
to divide the tissues in this seventh mteicostal space for a 
distance of about 2 mches m length down to the parietal pleura 
and then I am going to determme whether or not the pleural 
space IS obhterated at that point by adhesions between the 
parietal pleura and the visceral pleura Infiltratmg the tissues 
for about 3 mches I divide parallel with the seventh mtercostal 
space first the skin and then the superfiaal fasaa and come 
down now to the latissmus dorsi muscle which crosses the hue 
of my mcision almost at right angles I shall divide the fibers 
tranversely and not attempt to do a muscle sphttmg operation 
because I want to obtam free unobstructed access to the mter 
costal space I now come to the external mtercostal fascia 
covering the external intercostal muscle I free this fascia 
until I can see clearly the fibers of the mtercostal muscle I 
infiltrate this and also the mtemal mtercostal muscle and I 
shall also block the mtercostal nerve m its space in the groove 
under the seventh rib by injecting 20 or 30 drops of the solu 
tion in close contact with its sheath I now divide the mternal 
mtercostal muscle and come down to the panetal pleura I 
find that this is normal m appearance and I can see dunng 
respiration the movement of the lung showmg that there is 
no obhteration at that pomt 

With a fine needle I now anesthetize the panetal pleura 
itself and insert my explormg needle I introduce it m the 
position which I think the abscess occupies You wuU see that 
I at once draw mto the syrmge a fine stream of pus I simply 
withdraw a few mmrms of the pus and make no effort to evacuate 
the cavity I want to call your attention particularly to the 
fact that the needle which I am employmg is a very fine one 

F»g 107 —a. Local on of abscess oppos te seventh intercostal space and 
cutanro s !>•»■> t. ^ u v t 
if 
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■which ■will probabl} not penrut of any leakage from the hjsg 
abscess into the pleural ca\at\ ■when we withdra'w it (Fig 107, 
a, I c) 

What «haU we do now with this case? If I open the abscess 
at this sitting I am almost certain to produce a veij acute 
empj crBa on this side, which would be a most «enoua menace 
to the woman’s life Eapenence -with a number of ^imflar 
cases has taught us that it is much wiser to operate upon a case 
of this kind m two stages the first *^tage which we hate com 
pleted this morning, which "hoUd be associated with a pro- 
cedure that will ensure obhteration of the pleural cavitj at this 
point bj an adhe*'ue inflammation between the panetal and 
tTsceral pleura Expenence has taught me that the snnplest 
and s'uiest ■way of secunng this is bt the method which I *hall 
now proceed to follow 

I shall pack some iodoform gauze mto this wound doing this 
veiy carefully , and I shall push the panetal pleura m front of 
this gaute probably \ mch from the surface of the ribs lor an 
area as large as that of a rili er dollar This presses the panetal 
pleura against the sisceral pleura with this mass of gauze made 
of the chest casity, but outside of the pleural cavity The 
pressure is sufiaent to secure adhesnc mfiammation m this 
area ivithm four or fis e days W e can then proceed with the 
Second stage of the operabon, that of definitely locating the 
abscess with a needle and vnth the electnc cautery cauterize a 
fpTiiit through the lung tissue probably the size of my little finger 
of suffiomit size at any rate to 'eoire good drainage of the pus. 

I not dose the external ■wound in this case at all I simply 
p prtr it with a httle iodoform gauze and leave it open so as to 
make it accessible for the second stage of the operabon 

I want to draw on the blackboard a dugram showing you 
the locabon of this lodofonn gauze pack This ■will gii^e you a 
fair concepbon of just what is accomplished by it (Fig lOS d) 

AFISt HISTORY 

Four days after the operabon the pabent was again sent 
to the or>erabng room the gauze was remoi-ed ^ ery gently after 
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F)g lOS — << Comptet on of first stage of opetat on gauw pack ocdud 
fng pleural cavity oppos te abscess e abscess located with large needle and 
tract burned out by cauterv (f) us tig needle as gu de g method of ascbonng 
drainage tube. 

TOL. 3 — 33 
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whici will probabi) not permit of any leakage from the limg 
abscess into the pleural ca\ut> when we withdraw it (Fig 1D7 
ale) 

What shall we do now with this case? If I open the abscess 
at this sitting I am almost certam to produa a lery acute 
empjema on this side which would be a mo«t «enous menace 
to the womans Me Expenence with a number of similar 
cases has taught us that it is much wiser to operate upon a case 
of this kmd in two stages the first '^tage which we haTC com 
pleted thia mommg which should be associated with a pro- 
cedure that will ensure obliteration of the pleural cant> at this 
pomt bj an adhe«ne mfianunation between the parietal and 
iisoeral pleura Expenenoe has taught me that the «impJest 
and surest way of semrmg this is by the method which 1 'hall 
now proceed to follow 

I shall pad. soms lodofona gauze into thia wound doing this 
•\-ery carefullj and I shall push the panetal pleura m front of 
this gauze probably f inch from the surface of the ribs for an 
area as large as that of a sili cr dollar This presses the parietal 
pleura agamst the visceral pleura with this mass of gauze ms dc 
of the chest cantj but outside of the pleural cavity The 
pressure is sufficient to secure adhesive inflammation m this 
area withm four or five days We can then proceed with the 
second stage of the operation, that of definitely locating the 
abscess with a needle and with the electnc cautery cauterize a 
ranftl through the lung tissue probably the size of my httle finger 
of suffioePt Size at any rate to secure good drainage of the pus 
I not close the external wound m this case at all I simplj 
paeV it with a httle iodoform gauze and leav e it open so as to 
malfp It accessible for the second stage of the operation 

I want to draw on the blackboard a diagram showing you 
the location of this iodoform gauze pack This will givie you « 
fair conception of just what is accomplished by it (Fig 108 d) 

after HISTORT 

Four days after the operation the patient was agam sent 
to the operatmg room the gauze was remov ed very gently after 



CONGENITAL PYLORIC STENOSIS 

Summary A patient six ^eeks of age presenting typical symptoms of 
congenital pyloric stenosis the Ramrastedt operation under local anes 
thes a technic of closure of abdominal me sion— necess ty for special 
care congenital pyloric stenosis not a cond tion warranting med cal 
management 

January 13 1919 

I SHALL operate this morning a case of congenital pyloric 
stenosis I tv ant to present to >ou a technic which I regard as 
bemg of very great importance in this condition and as a great 
improvement simplifymg the operation and I tbuik. without 
any question greatl) reduemg the mortalitj both from the opera 
tion and from the condition itself I shall ask >ou therefore, 
to follow me closely m the technic which I shall adopt m this 
case 

This child IS SIX weeks of age It has the typical clinical 
picture of congenital pjloric stenosis Up to about the tenth 
or twelfth da> the child s general condition was good and noth 
mg unusual was noted It then began to vomit and the vomit 
mg became more and more persistent after food takmg until 
now verj shortly after anything is introduced into the stomach 
It IS ejected The baby has lost weight and is m very bad 
condition and very weak thoroughly exhausted and very much 
emaaated and presents the picture of the wasting of starva 
tion There is present marked visible peristalsis A tumor can 
be felt m the region of the py lorus and practically nothing goes 
through There are no bowel movements The child has been 
given fluids by rectum and an effort made to feed it by the 
stomach by the methods advocated by those who are opposed 
to operativ c mterfcrence and w ho are m fav or of medical man 
agement No improvement however has followed this scheme 
of sohd diet The baby is evidently in a condition where any 
general •vnc'^thcUc would be a defimte menace and I will not 
hesitite to "ay that this child s chances under our old form of 
surgical management of doing a gastroenterostomy under 
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It had been softened up Teith pero«d of hj-drogen the inter 
costal «pace was held apart with retractors and it was ionad 
that adhesroa had talen place between the \isceral and parietal 
pleura permitting of the second stage of the operaboa This 
was compaiativelj simple A fair-siaed needle was introduced 
about 2 mches into the lung and the abscess found. The needle 
was left in situ and with an electnc cautery a canal was burned 
around the needle suffiaently large to introduce about a Jvo 14 
American catheter This entered the abscess and permitted of 
the escape of pus (Tig 108 e / g) 

The patient bad a rather sharp reaction after this operaboa 
in the wa> of nse m temperature up to 103® F The coughing 
gradually dinmushed. The discharge from the tube has been 
fauly profuse The temperature is also riiTT»nL<thing approach 
mg normal and she n. on the road to a good recoiTiy 

The after history of these cases however is by no means a 
perfectly satisfactory one onlj about half of the cases going 
on to complete retwerj , the other half requiring permanent 
use of the drainage tube for months or >ears or a secondaiy 
operation such as a thoracoplasty permitting the collapse of the 
chest wall at that pomt to obliterate the ca\lt) in order to 
secure permanent reco\er> 

I want to again emphasize the fact that this case followed a 
lonsillectomj and that it is about one out of a dozen or more 
lung or bnun abscesses that we ha\e had on our semce which 
have followed the apparently simple and supposedly safe opera 
bon of remo^•al of the tonsiI> an operabon however which 
as a matter of fact carries with it as shown by the experience 
of this tlmic a X ery gra\ e danger To be sure thu occurs fn 
but a small percentage of the cases but this complication t> so 
senous that vt is a strong argument against doing tonsiUectomies 
the indicaboo is absolute The indiscriminate massacre 
of the »<?rsik which going on at the present tune should be 
strongly opposed by the judicial element of the profession and 
unwarranted and unnecessary operabons pre\eated m the 
future 
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ether anesthesia would almost certainly be zero Fortunately, 
however, we ha\e been able to “imipbfy \erj much the technic 
required to reheve this mechamcal obstruction, and we have 
accomphshed this by adopting two plans of procedure, which 
I shall describe to you in detail First, the very simple and 
efficient operation of Ramm&tedt, and second, what I regard of 
equal importance in these cases, we are noiv doing the opera 
tion under local anesthesia 

The child has been surgically prepared and I shall proceed 
at once to the operation I infiltrate the skin over the upper 
part of tlie right rectus muscle for a distance of about 2 inches 
I then infiltrate the superficial fascia and the anterior sheath of 
the rectus itself I am using the usual solution employed in 
this clmic of 1 per cent apothesme ivith 1 100 OOO adrenalm 
It requires, as > ou see but a very limited amount of this solu 
tvon so hmated Ihat, Ihero is no dangor whatever of any tos\c 
effect from the local anesthetic (Fig 109 a) I now make an 
masion 2 inches m length, begirmmg a httle below the costal 
arch and divide the skm and superficial fasaa and antenor 
sheath of the rectus and spht the rectus muscle itself You 
iviU notice that the child cried when we mjected the solution 
with the hypodermic syrmge but that during the cutting of 
the tissues it lies perfectly quiet as though it experiences no 
sensation whatever The spht rectus muscle is now held apart 
by two retractors and I infiltrate the posterior sheath of the 
rectos and peritoneum with 30 or -10 drops of the solution 
(Fig 109 fi) I now dmde these and expose to view first the 
round hgament which I puU to the right side and then the 
margm of the hxer itself To the left of this I pick up the 
great curvature of the stomach with a pair of dissecting forceps 
without any teeth so as to avoid mjurmg it I now gently 
pull the pjlorus into view and jou will notice that there is a 
good sized tumor at the pylorus, particularly large m this case, 
as large as the end of my mdex finger It is white, hard, and 

Fig 109 — Congenital pj lone stenosis a Infiltration over right rectus 
muscle b nfiltration of posterior sheath of rectus and peritoneum c, stomach 

pulled out bring ngpvlorus into new 







Fig 111 — Pcntoneum «nd posterior sheath of rectus closed, sUfc- 
worm gut stay suture* pUced. g, rectus and antenor sheath satined h 
supertcial dosure, i, gauie dressing over wound held by strips of adheriv* 


acadent of opening up of a part of the wound after the sutures 
are removed is one of the dangers of the procedure, and this 
can be avoided by good technic I dose the pentoneum and 
posterior sheath of the reaus with a moderatelj fine catgut 
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gm 2 le like (Fig 109 c) I gra<!p it betiieen the thumb and 
finger of the left hand and selecting an a\ascular area Idi 
^nde the peritoneum and a part of the h}T)ertrophied mu'Ue 
fibers with a knift (Fig 110 rf) I then take a small pair of 
arterj forccp«, and introduce them closed into the incLion and 
then genth open them and spread the inoLion farther apart 
(Fig 110 e) I do this first toward the stomach side of them 
CLion, and j ou will notice as I separate completely the hvper 
trophied arcular mu«clc fibers a white fold comes into mew 



It la the submucosa and I extend the separation until I reach 
the duodenum At thn. part of the separation I am particular!) 
careful because the mucous membrane of the duodenum is much 
more dehcate than that of the stomach and I desire to a\oid 
an) inyun w ha lexer and espeaalJx ax old making a perforation 
of Its mucous membrane There is practical!) no bleeding and 
I drop the pylorus back into the abdominal caxit) and close the 
eitema! incuion 

I xxant again to emphasize what I haxe emphasized in this 
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relieve it by a Rammstedt operation if a gross organic stenosis 
13 found and that it is much safer to do this than to make an 
extended tnal of medical management The pediatnaans on 
the staff of the Presbyterian Hospital agree fully vath the views 
which I have expressed There are however a few pediatn 
Clans m the country still mdmed to the medical management 
of these cases I would like to have them reconsider this whole 
question m the hght of the simphfied and safe procedure which 
I have been able to present to you this mormng 
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suture I use three sniwona-gut sutures through and throng 
the rest of the abdominal la>ers {Fig 111 » I close the an- 
terior eheath vnth catgut and the «kjn with fine bkd silk 
111 S In addibon to that after appljiag a snafl diy 
sterile gauze dressing I strap the wound with broad adhesn'c 
strips about 2 inches m width which go about two-thirds around 
the ch3d s bodj (Fig 111 i) I want to particalarlj emphasize 
this point because e'len after the stitches are remo\ed at the 
end of the tenth daj this broad adhesii e «trap dressing should 
be replaced in order to present the pos^ibihtj of opecmg cp 
the wound which of course is a «enous and often fatal acodeat 
m these cases 

Maj I cot take the opportunit) of stating that I believe 
that with the local anesthesia and this Rammstedt operation 
we have at our disposal a v*etj safe and verj effiaent method 
of handling congenital pjlonc ‘Stenosis I am personal!) not 
competent to cnbaze the niedical management that has been 
advocated b) a good man) rren in these cases as opposed to 
surgical interference but as a surgeon I bebeve ver) strongly 
that in cases such as I have operated on this morning and such 
as we have had in 30 or 40 similar cases in the Presbyterian 
Hospital where a definite tumor is found such as we hav-e found 
here I cannot understand how it is possible for an) scheme of 
feeding to ov ercome this gross definite mechanical obstruction. 
Pet«ocaIl) I am thoroughl) convinced that the cases which are 
cured by medical management are either cases of mistaken 
diagnoses or of congenital p)lonc stenosis of a minor degree 
and not 'uch gross defimte obstructions as we have here this 
morning and as we have found almost mvarwbly m the cases 
we have operated upon. I want to submit this proposition to 
jou for with our present simplified techmc of domg these cases 
under local anesthesm and by tins Rammstedt method we have 
now at our disposal a method that is so safe and so effiaent 
that we should not hesitate to give these poor httle chaps even 
in doubtful cases the benefit of the doubt and before allowing 
th«Tn to get mto a grave condition from starvatjon we should 
TTiatp^ an erploratoiy and detennme dcfinitej) the condition and 



CARCINOMA OF THE LARYNX 

Summery Recurrence of cancer following thyrotomy and local excision of 
a laryngeal carcinoma radical laryngectomy under local anesthesia 
technic after treatment — method of feedmg patient — position in bed 
indications for operative management of cancer of the larynx. 

The case which I shall present for your consideration this 
morning is that of a man seventy two years of age, who came to 
us about eight months ago with a small caremoma of the larynx 
It seemed to be a case that was very favorable for local opera- 
bon I therefore deaded that mstead of doing a laryngectomy 
I would do a thyrotomy expose the lesion fully, and after 
spreadmg open the thyroid cartilage cut it out thoroughly with 
the electnc cautery knife This operation was done under 
local anesthesia, and the patient made an admirable recovery 
and seemed to be m very good general condition Recently, 
however he has had a return of his symptoms and comes back 
to us with a definite recurrence distmctly larger than the onginal 
growth I have gone over the case carefully with our laryn 
gologist. Dr McGinnis and we have discussed two plans one 
of usmg radium and second, radical removal and complete 
laryngectomy In weighing the facts and attempting to make 
a choice of procedure I have come to the conclusion that it 
would be better to do a complete laryngectomy and 1 have sub- 
mitted this to the patient and he has consented to the operabon 
I feel that radium would certainly be but palliabve and as it 
would necessitate the domg of a tracheotomy m order to pre- 
\ent death from edema of the larynx from the sharp reacbon 
that radium produces, I am strongly mclmed to prefer a radical 
operabon 

I shall do this under local anesthesia, usmg | per cent 
apothesme as ■we have been domg m this dime for some time 
I have already given the patient { gram of morphm and tJu 
of atropm as I think that this will gi-ve him some addibonal 
comfort durmg the long and tedious operation I begin now and 
mhVtrale in the median hne irom just abo%e the hyoid down to 
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the sternum and then infiltrate a line transversely to this just 
above the hyoid, m akin g an masion shaped like a ctoss (Fig 
112, a, b, c) I infiltrate this widely and shall use probably m 
the operation S or 6 ounces of the anesthetizing solubon I am 
sure that the operabon will be very tedious and difficult because 
of our experience with similar cases that have been previously 
operated upon I shall first dissect out the old scar of the 
previous operabon, and, as I expected, the tissues are very 
vascular and the dissecbon made very difficult by the scar 
tissue binding the soft bssues widely to the thyroid cartilage 
and the trachea You see that it is necessary to employ a large 
number of artery forceps graspmg every smgle bleeding or 
oozmg pomt I now gradually separate the sternohyoid and 
sternothyroid muscles on either side from the trachea and divide 
their attachments mto the thyroid I also divide the attach- 
ments of the thyrohyoid muscle at its insertion mto the thyroid 
cartilage I come down now just below the thyroid cartilage 
to the lobes of the thjn'oid gland I divide the isthmus or, 
rather, the scar tissue at the point of the isthmus and free the 
trachea completely by liftmg the lobes of the thyroid from it 
This requires a clean dissecbon with a kmfe The bssues bleed 
rather profusely By liftmg the bleedmg edge of each half of 
the thyroid I control this bleeding by suturing it with fine 
catgut suture I now very carefully and very completely free 
the larynx, separating all the soft tissues from it and also from 
the trachea as far down as the sternum (Fig 1 13, a, h) Holdmg 
the soft tissues apart with retractors so as to expose the larynx 
and trachea, I now divide the trachea just below the cncoid 
transversely and open into it You nobce at once that the noisy 
breathmg ceases entirely as I obtain a large opening mto the 
trachea I hold this opemng apart with two sharp hooks and 

Fig lU—tf. InfiltratiOQ of sbn for laryngectoniy T shaped mosioii 
M ind cated by heavy black line * laryn* and trachea skeletomzed from 
thyrohyoid membrane to upper border of stenium anesthetuing eolation 
(ejected mto wall of trachea jurt below cncoid cartilage— it is at this level 
that the trachea is severed c eocamiMUon of mucous membrane of trachea 
aad Usyos t* pweat ojvithmg aad «tW Teile* disturhances bom the un 
tation madeot to further operative procedures 
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cocainize the mucous membrane of the trachea and larynx 
nth 1 per cent solution of cocain on a httle cotton applicator 
am very careful to avoid allowing any blood from the wound 

0 tnckle into the trachea or larynx (Fig 113, c) Waiting for 

1 few moments to obtain the effect of the cocam, I now con- 
tinue the dissection and separate the larynx from the e!>ophagos 
behind I do this with some difSculty on account of the pre- 
vious operation, and there is a good deal of connecti\e tissue 
which binds the esophagus and the trachea together Grasp- 
mg the trachea with a pair of forceps I now separate the trachea 
from the esophagus downward toward the sternum I shall 
suture the trachea into the lower angle of this wound with six 
or eight black silk sutures You will notice that we are not 
usmg a tracheotomy tube I do not intend to use one either 
during the operation or if possible m the course of the after- 
treatment Patients do \ ery much better without a tracheot- 
omy tube m these cases if its use can be avoided I now grasp 
the larynx with a pan of volsellum forceps and pull it upward 
toward the chm and separate the esophagus from it up to the 
internal opening of the larynx I then divide the esophagus 
from the larynx and contmumg my chssection, separate all the 
ligaments and muscles attached laterally to the larynx, and 
finally divide the thyrohyoid membrane and remove the entire 
larynx, including the epiglottis 

We have had splendid co-operation on the part of the pa 
Uent during this long and trying operahon We have now a 
large T shaped operung in the esophagus which must be dosed, 
and I dose this with fine Pagenstecher linen just as I would 


Fig 113 Schematic Kipttal lection through operative field By 


til w me louu «ug «. oi ijie uound it is protected from ewntammation by 
blood or buccal Hrcretions by a itnp of gaure t the triangular opening in 
ewphagu* and pharynx left by the removal ot the larynx is tightly guta%d 
f, operation completed Caiue dram m each end of the tranmrxe incision 
aod trtcfiea luturrd into lo^er angle of sagittal ma&ion 
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much more comfortable in this semi-elevated position than they 
are m a recumbent position, and I believe there is less danger of 
a resulting pneumonia 

I want to express to you my views about the surgical handling 
of these cases of carcmoma of the larynx based upon the expen 
ence which we have m this case and the expenence which we 
have had now m a considerable number of cases In small 
rarnnfi mas of the larynx I have hesitated to urge a complete 
laryngectomy, and I have tned now m a number of cases to cure 
the patient by the local operation of tbyrotomy and simply 
destroymg with the electnc cautery the portion of the larynx 
involved I have however, during the last year had the un> 
fortimate expenence m three of these cases to find that the 
lesion recurred On the other hand, m those cases m which we 
have done a laryngectomy we have been fortunate in curing 
a great majonty of them when we have operated at a tune when 
the lesion was still intrinsic and did not mvolve the tissues 
outside of the larjmx In handling these cases, therefore, we 
are prone to give the patient the benefit of the less mutilating 
operation of tbyrotomy and local removal of the cancer when 
the lesion is small mstead of proceedmg at once to do a com- 
plete laryngectomy On the other hand, the results of our 
complete laryngectomies have been so much better from the 
standpomt of permanent cure than the results obtained by the 
minor operation that I confess I am growmg more and more 
converted lO this pomt of view, that local operations m the 
larynx for cancer are not often curative and require in the large 
majonty of the cases a later complete laryngectomy, the patient 
In the meantime runnmg the nsk of such mvasion of the tis- 
sues as to make a laryngectomy impossible or one that carries 
with It much danger of recurrence Now, on the other hand, 
a complete laryngectomy done for cancer of the larynx when 
the lesion is small gives an excellent prospect of permanent core, 
probably as good or a better prospect ol cure as operaUng for 
cancer in any other position of the body The cancer is enclosed 
m a cartilagmous box, lymphaUc involvement is slow and late, 
and when the lesion is distinctly mtrmsic I do not hesitate to 

TOl. 3— »4 
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sew tip the intestine I cannot TnaW an absolute waterproof 
dosure because these tissues do cot fend themsehes to accurate 
approximation as does the intestine but it is not to 

have an absolute water tight closure at this pomt I now dose 
the large stm inasion with siltworm gut sutures and pack m 
each angle of the traimerse masion a stnp of iodoform gauze 
down to the point of dosure of the esophageal opening and at 
the lower angle I also mtroduce a very small piece of lodofonn 
gauze for | inch between the trachea and the stemum. 

The after management of this case is of great importance 
and must be earned out with great care For the first twenty 
four hours we shall give the pabent normal salt solubon by 
rectum After that it will become necessary that we feed him 
through the esophagus and we have worked out an effiaeut 
and successful technic for this purpose Assuming that the 
posterior wall of the esophagus is mtact we carefully introduce 
at the end of twenty four hours a No 14 Amencan rubber 
catheter through the mouth into the esophagus and well down 
the esophagus for a distance of about 10 inches and then with 
a funnel pour the necessary amount of water millc thm gruel 
etc. into the stomach. Thia prevents any leakage of food 
through the esophageal wound and supplies the pabent with 
the necessary amount of nourishment. This method of feed 
mg the pabent must be contmued from ten to fourteen days 
The pabent is m some shock and for the first few hours I shall 
leave instnicbons to have the head of the bed lowered or rather 
the foot of the bed elevated so as to place the head about 12 to 
18 mches lower than the foot. This position is favorable to 
counteracting shock and at the same tune by gravity there 
will be a tendency for any blood or mucus to run down and 
out of the trachea lessemng to a certam extent the danger of 
aspiration pneumonia However within a few hours when 
the pabent has reacted let us say eight or ten hours after opera 
bon we reverse the position and put lum up m bed at an 
angle of about 30 degrees on a back rest By that time be will 
have so far recovered that he can cough up the sputum and 
blood and we have found from experience that patients are 
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FRACTURE OF THE CARPAL SCAPHOID 

Summary Mechanism and types of fractures symptoms — crepitus deform 
rty and false point of motion lacking demonstration of local tenderness 
diagnosis treatment of uncompl cated fracture — of fracture with dis- 
location— of old cases 

Fkactuee of the carpal scaphoid is a common injury mfre 
quently diagnosed and consequently often followed by perma 
nent disabihtj of the wnst Many wnst injuries which show no 
mjur^ to the radius or ulna are treated as sprains inth unsatis 
factory results simply because attention was not directed also 
to the small bones of the imst iv herein lay the real bony injury 
The economic loss resulting from more or less marked permanent 
impairment of wists of men in industrial pursuits makes essen 
tial the careful examination of the carpal bones in every injury 
of the wnst jomt The signs of this fracture are distmct and 
charactenstic so that diagnosis from physical examination alone 
IS not difficult In an out patient chnic 23 cases were encoimtered 
m a penod of two months and in each instance diagnosis was 
made previous to x ray examination 

Mechanism — This is essentially a fracture of adult men 
due largely to their greater liability to mjury of the type which 
produces such fracture It occurs almost alwa >5 m young 
men of good development who are engaged m muscular work or 
sport Injury occurs by direct violence transmitted through 
the hand rarely b> a blow directly over the bone There is a 
history of a fall backward with hand and arm rigidly outstretched 
so that the full force of impact is received on the ball of the 
thumb the hand bemg b>percxtended and donated toward the 
ulnar side (Fig 114) 
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State that I believe the majonty of cases can be cured per- 
manently by complete larjmgectomy The patients, to be sure, 
are rather m a somewhat handicapped condition, but, surpm- 
ing as it may appear, they endure this handicap very cheer 
fully and soon learn to breathe comfortably through the trachea 
just above the sternum, they leam to protect it with a httle 
wire screen covered with gauze, and thej enjoy life as much as 
any patients I ha^e ever operated upon The difference be- 
tween diflScult breathing and danger of death from cancer of 
the lamyi compared with perfectly free breathing and a knowl 
edge that they ha\e been rehes ed of their cancer is most gratify 
mg to these patients I am rather mclmed to analy ze thii whole 
subject in a judicial way and to gise you these conclusions 
that in very small carcinomas of the larynx, early discovered 
thyrotomy and local remosal may be justified If this opera 
tion IS done, howes er one should reojgmze the s ery considerable 
dangers of recurrence I state this on the basis of my expen 
cnce, if there is the shghtest evidence of recurrence an im 
mediate laryngectomy should be made In seieial of my per 
manent cures m laryngectomy for cancer of the larynx we hast 
had identically the same expenence as we base had m this 
case, first, the attempt at local remo\’al and recurrence, and 
finally a complete laryngectomy with permanent cure In 
of fair Size mvolving both sides of the laiymi or 
iHTOlving one side completely I would not hesitate to advocate 
lery strongly a complete laryngectomy 
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o! the scaphoid hes almost duectly m Ime -with the forearm 
and the entire force of the blow is transmitted through it 
Fracture occurs at the narrowest and weakest part — the middle 
of the arch, the concavity of which is reinforced by bony sup- 
port from the os magnum, but the conveioty of which is un- 
supported except by hgaments The sjune situation exists as 
when a curved stick, thick at both ends and narrow m the middle, 
is stood endwise on the ground and struck a heavy blow on the 
upper end Naturally, the fracture occurs transversely across 
the narrowest portion It is notable that fracture of the scaphoid 
IS rarely comphcated by other bony mjury, whereas fracture 
of the lower end of the radius is cormnonly accompanied by 
fracture of the ulnar styloid 

The fracture may be clean cut or comminuted and impacted, 
the former being the rule (Fig 115, a, b, c) The line of fracture 
runs transversely across the narrow neck, and is so located that 
the upper fragment includes the entire radial, the semilunar, 
and part of the os magnum articulations, forming a fragment 
which IS almost entirely articular and which is attached only to 
the annular ligament, firmly m front and loosely bebmd, and by 
the intercarpal ligament to the semilunar bone Hence the 
mohihty and more freciuent tendency to anterior displacement 
of this fragment rather than the distal one, which is firmly 
wedged and bound mto place Casual examination of a dis- 
located proximal fragment of scaphoid may readily lead to con 
fusion, both clinically and by x ray, with dislocation of the un 
fractured semilunaj Stereoscopic x ray definitely clears up 
any quesbon of diagnosis 

Symptoms — The symptoms of simple scaphoid fracture axe, 
m general, those of spram of the wrist, without the accompany 
mg physical signs of spram The outstandmg symptoms of 
fresh fracture are pain, tenderness, hnutabon of mobon, weak 
ness and swelling The other car dinal signs of fracture — i e , 
crepitus deformity, and false mobon — are lacking, nor is ccchy- 
mosis often found 

1 Patn is of moderate se^enty, but very persistent With 
the hand at rest and supported, so that the muscles are inacb\e, 
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The scaphoid has roughlj the shape of a hollcwed out oes- 
ccat tnth blunt rads and a constncted neck near the r u<ld1e 
The promnal half is almost entirely articular and the ihstal 
portion IS largelj fixed by hgameutons attachments With the 
hand hangin g by the side the concaiit} of the bone fits snugly 
against the rounded surface of the os ma^mn so that la Ms 
with the wnst extended and not de%-iated to either side the hto 
bones act practicaUj as one and the force is transmitted higher 



F g 114 — Mectanisin of fracture of carpal scapbo d Arroa-s show 
direction of force Aote branch of radiaJ nene rann «g over posterdhter^ 
aspect of Ecapbod pressure on which causes pain whch may occaaonaDy 
lead to confo'^on m diagnosii 

up mth resultant mjuiy to the radius or to the stylo d of the 
,ilna With the hand extended and deviated to the ulnar side 
however there is a certain amount of play m the wnst jomt 
the proxnnaJ articular portion of the scaphoid moxmg lateraDy 
while the distal portion remains fixed in place This change 
in posibon may be easSy demonstrated by placing the finger tip 
ova the upper rad of the snuff box and alternately adducting 
and abducting the hand As a result of this moUon the long axis 
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there i* little pam e^-en m recent lajurj When the ^ 
used and the joint put into motion pain is qmte marked and 
becomes intolerable when eitr ernes of motion are attempted. 
Particularlj is this true of h\’pereTteimon and adducUoa, other 
of which mobons produce sei'ere pain locahaed to the radial 
side of the wiiit and dcfimtel) below the Ime of the radial arbc 
ulation Sharp pam l> ato ehated on pressure direct!} up- 
ward against the ball of the thumb directl} in the Ime of the 
radius 

2 Tenderness is defiiutel} lumted to the region of the hone 
itself The pro-nmal half of the bone lies directly beneath the 
snuffbox, the hollow depression formed between the tendons 
of the extensor longua poHios and extensor breiii metacirpi 
polhcis when the thumb la extended and abducted and t prac 
bcallj subcutaneous at this pomt. With the thumb placed on 
the anterior surface of the wnst drrectlj beJon the hnrer end of 
the radius and just medial to the tendon of the extensor brews 
metacarpi poUios the antenor surface of the bone ma} be pal 
paled b} direct pressure backward With the index finger bp 
o\-er the 'miff box and the thumb-bp in the latter position the 
bone can be rocked backward and forward between the fingers 
(Fig 116 fl) Such a inaneu\-er causes considerable jiam m cer 
tain normal wnsts due to pressure on a branch of the radial 
tiers e which traverses the snuffbox diagonal!} and nonnall} 
winds about the neck of the bone on its dorsal surface (Fig 1 14) 

It IS probable that in the normall} sensibi'e scaphoid^ the nerve 
lies higher or lower on the flat exposed surface of bone This 
tenderness ma} easi!} be mistaken for that associated with frac 
hue The tenderness of nerve pressure commoni} Iie> lower 
m the snuff box is bilateral and often radntes up the dorsi 
lateral surface of the forearm to a point just below the elbow 
It dwr»ni>.hf»s on continued pressure whereas fracture pam 
tends to increase 

Tenderness of true fracture is defimtel} limited to the line 
of separation across the neck of the bone The mjured band 
is grasped as m an ordinarj hand clasp thus supporting the wnst 
and owcoming 'pasm. With the mdex finger of the free hand 
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the styloid process oi the radius is made out aud the snufi bos is 
palpated with firm pressure of the finger tip When the site 
of fracture is reached pam is produced definitely enough to cause 
the patient to wince This pam is more acute and defimte 
than that accompanymg simple sprain 

3 Ltmilalton of mohon is characteristic Hyperextension 
IS limited even a sbght degree causing some pam and extreme 
extension causmg excruoatmg pain Lateral motion is limited 
cspeaally toward the ulnar side Finger movements are un 
impaired with the wnst in extension but are somewhat limited 
by pain when the wnst is flexed Gnppmg power is markedly 
diminished and ceftam special actiidties are noticeably defiaent 
Pushing with the extended hand against resistance as in push 
mg open a swmging door causes acute pam and weakness as 
does rotary motion such as drivmg a screw-dnver the lack of 
power occurring only with forable pronation not at all with 
supination In other words the mdividual can drive a screw 
m but cannot unscrew it 

4 Swelling m simple fracture uncomplicated by spram is 
notably slight and is limited to the dorsilateral surface of the 
wnst Sprams of vanous degrees of seventy may accompany 
fracture and show considerable general swellmg 

As an illustration of the average case of fractured scaphoid 
I shall read the foUowmg report of a case seen by me several 
years ago 

Case I — Mr P 0 aged thirty five architect No previous 
history of mjury to or weakness of wnst Patient slipped on 
waxed floor and threw out left ann with hand outstretched le 
ceivmg force of blow on ball of thumb Noted pam on motion 
especially on pushmg or leanmg on extended hand and inability 
to grip tightly Exammation shortly after mjury showed mod 
crate swelling over the radial half of wnst jomt on the dorsal 
surface with no evident deformity no discoloration or ecefay 
mosis Radial and ulnar styloids were m normal relation 


Fj t>\ pajpaivag wapho d bone b pos t on of hand for 

appl eaUOD of pUtter Exat on bandgae 
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swelling were so mild that the attention ol the physiaan in 
charge was not called to the wrist mjury Since that time the 
wnst has been weai. and sharp pain has followed extreme 
motions and rotation particularly a sudden force apphed against 
the fingers or palm of the extended band The wnst gives out 
during gymnastic and athletic exercises where weight or strain 
IS thrown on it and the patient has noticed that more relief is 
obtamed by a supporter which extends well down on the hand 
and up on the forearm than with the ordmary narrow wnst 
supporter This is due of course to limitation of extension 

Exammation shows limitation of extension and adduction 
weak grip weak pronation tenderness over the snuff box and 
anteriorly below the radial styloid Such tenderness is not 
present m the right wrist * Ray reveals transverse unumted 
fracture without callous formation and with marked absorption 
of the proximal pseudo articular surface 

Diagnosis The scaphoid hes densely surrounded by small 
bones ligaments and tendons so that diagnosis of mjury is 
sometimes difficult Injury is less common than of the bones 
above the radiocarpal jomt and more common than of the 
other carpal bones Fracture occurs often m adult men m 
frequently m women and almost never m children because of 
the relatively late date at which ossification of the bone occurs 
Ossification is usually evident by x ray at the age of six or seven 
but massmg of the bone with the rest of the carpal bones is 
delayed until the twelfth year 

Four types of mjury may cause error m diagnosis they are 
m order of frequency 

1 Injury to soft parts — sprain 

2 Injury to bone above the radiocarpal jomt 

3 Injury to other carpal bones — fracture or dislocation 

4 Separation of centers of ossification in a normally un 
umted scaphoid 

Spram is associated with diffuse swelling over the entire 
wrist front and back tenderness of soft parts more marked on 
anteroposlenor than on lateral pressure and limitation of mo 
Uon m all directions 
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Tenderness was localized to the outer third and lateral surface 
of the wrist below the radial articulation, and the point of 
tnaxunuM evincing tenderness was definitel} over the snuff 
boi Pam was eliated by h>T>ereitension adduction^ and by 
pronation against resistance The gnp was painful and deadedly 
lacking in power as compared with the other band Finger 
motions were unimpaired 

X Raj diowed impacted transverse fracture of the scaphoid. 

During convalescence callus could be felt over the site of 
fracture, this being due to the rather unusual amount of cost 
minution with excess of callous formation 

Excellent anatomic and functional result after sunple fixation. 

SyntpUms tn Old Injury — Old untreated or improperly 
treated cases of fracture show persistence of all of the signs of 
fresh fracture, less marked but still definitely demonstrable 
This IS due to the fact that such cases rarelj obtain bon> or 
adequate fibrous muon and the upper fragment persists as an 
entirely articular body, looselj attached and subject to unusual 
mobihly when extremes of motion or force are attempted 
Frequently there is an accompanjmg persistent arthntii 

The patient complains that his wm>t gives out under hard 
use or prolonged wort of a dexterous nature and notes espe- 
oallj lack of power in gripping and pain and weatness on 
hj-perextension rotation and adduction Examination rev’cah 
tcndeme&s over the snuff box and a pomt of eigmsite tea 
derness just below the radial styloid on the front of the wnst. 
Fain m the scaphoid region is produced bj pressure directly 
upward on the ball of the thumb Extremes of wnst motion 
axe limited espeoallj extension and adduction x Ray cxami 
nation shows the line of fracture usually without anj union or 
evidence of callus and often with absorption of bone in the 
free proximal fragment, in wbch event the articular surface of 
this fragment la concav e m shape 

Case IL— Hr A. E , aged seventeen, student. One j'car ago 
this patient was mjured m a football senmmage, resulting in a 
fracture of the external condjle of the right humerus and what 
was considered to be a mild sprain of the left wnst Pam and 
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Diagnosis of fracture, then, rests on — 

1 History of a fall on the extended hand 

2 Signs of injury below the radiocarpal hne 

(а) Pam limited to the radial half of the wnst 

(б) Tenderness over anatomic snuff box 

(c) Limitation of mobon, especially hj^perextension and 
adducbon 

(ef) Muscular weakness espeaally with rotary and gnppmg 
motion 

3 Absence of — 

(a) Bony defomiity of radius 
(ft) Shortenmg of radial styloid 

(c) Crepitus 

(d) Ecchymosis or marked effusion 

(e) Bony deformity on antenor surface of wnst medial to 

tendon of extensor longus polhas 

4 «J-Ray — parbcularly stereoscopic X ray — ^which clearly 
shows any misplacement of fragments 

Error in. diagnosis is one of two kinds — a fracture may be 
overlooked or fracture may be suspected when none is present 
The former is due either to entire failure to consider injury of 
the carpal bones or to the lack of those physical signs which 
might be expected to accompany bony injury The latter is 
more likely to occur with old than fresh mjunes 

Treatment — ^To be effecbve, treatment must be apphed 
withm a few days of injury IVhen so apphed and properly 
mamtained the outlook for an effective wnst is good Neglect 
durmg the first three weeks means permanent impairment The 
bone IS mtracapsular is constanUy bathed in synovial fluid, 
the amount of which is mcreased because of the constant motion 
between fragments and non umon results 

1 V^icompUcaled Fraciure — Pixabon of the wnst is all that 
IS required m simple fracture Moderate impacbon is not 
manipulated because this highly desirable condibon may be 
thus broken up Impacted fractures unite most rapidly and 
attam the best permanent result Severe oasaaBia’AtKm may 
require open operation but even m severe cases an attempt 
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The commonest bon) injury abm-e the radiocaipd joint is 
CoDes* fracture, which giv^es nse to diffuse sweDing pm on 
motion, localized tenderness o\cr the site of fracture, and on 
lateral rather than anteroposlenor pressure There is found aLo 
silver fork deformit) , crepitib and abnormal mobility m simple 
transverse fracture or shortening of the radial stjloid, and b<^ 
thickening about the site of fracture, without crepitu, or mobility 
if the fracture is impacted. 

Of the other carpal bones the semilunar alone is mjured 
frequently enough to warrant consideraboiL The lesion here 
IS an antenor dislocation alone or m assoaation with fracture of 
the scaphoid Dislocation of the proaunal end of a scaphoid 
may readily be mistaken for a dislocated unfractured semilanar 
For purposes of diagnosis antenor dislocation of the semilunar 
and postenor dislocabon of the os magnum are classed together 
Study of 118 cases of carpal injury, the diagnosis of which was 
confirmed m each instance by x-ray, revealed the following 
types of injury 

UacompLcated fracturE of ecaphoul 104 

Fracture of scapbo d, with duloation of fragment 4 

Dislocntiion of Kmilurmr 5 

Fracture of ptsUona a 

Fracture of o* magnum I 

Fracture of nnoform I 

Fracture of cuneiform t 

Two non traumatic lesions were encountered a bipartate 
pinform gnd a retarded ossification m which latter the wrist 
of a woman of thirty five showed only early centers of osaifica 
bon m two bones 

Separation of the centers of ossification of a normally un 
umted scaphoid has been described from cadaver specimens, 
but no a r tn «i examples have been demonstrated m the un 
injured wnst by x-ray or in the injured wnst at operation. It 
IS safe to say that chmcal signs of fresh or old injury with bony 
separation as shown by x-ray indicate pathologic fracture rather 
♦Iian separation of a bipartate bone 
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instead of one Arthntis is a common and distressmg complica- 
tion 

Mampulation and fixation m such cases is valueless, and 
only two courses remain open — to allow the patient to contmue 
with a usable but functionally impaired wnst, or to perform 
open operation and remove the free fragment The operation 
IS simple, can be done under local anesthesia, will lay up the 
wnst for several weeks and will give an ultimately good jomt 
It will not, however, result m a wnst of normal strength or 
flexibUity but will give a strong painless joint which is limited 
in the extremes of motion When disability is pronounced and 
the hands are constantly used the benefit from rehef of pain may 
be suffiaent to warrant nskmg a loss of strength In most 
instances pam and disabiUty arc sufBaently reheved by support- 
ing bandage or apparatus so that the patient dedmes a radical 
procedure 

In general, scaphoid fractures are easily diagnosed by careful 
chnical examination and treatment instituted at once results 
in a higji proporbon of functionally normal wnsts, whereas 
neglect of treatment for two or three weeks results m permanent 
disabihty Early diagnosis, verified by % ray, is therefore es- 
sential for proper and adequate treatment 
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IS M ade first without mcisioa In simple traiis\ erse unimpacted 
fracture, the usual tjpe of injury, we ha^e a bone bathed m 
synoxTal fluid, with rather imperfect blood-supply and subject 
to constant motion On this account bony or even sobd fibrous 
union is slow and non union is liable to occur It is, therefore, 
necessary to immobilize the jomt for a somewhat longer tune 
than in other wnst fractures A plaster bandage is appLed 
from finger clefts to the upper end of the forearm with the hanrl 
in direct line with the forearm, rather than in ulnar deflection, 
as m other wnst injunes (Fig 116,i) The plaster is allowed to 
remain m place for three weets Dtincg the fourth weet pas- 
sive motion is begun and at the end of that time the plaster is 
removed and a «nug supporting flannel bandage is apphed. 
So treated, the result will be a strong and supple wnst. 

2 With Dtslocahon oj FragmenU — Dislocation is hnuted 
to the proximal fragment which is attached most firmly m front 
and medially , and so becomes dislocated on to the antenor sur 
face of the wnst medial to the tendon of the extensor brevis 
metacaipi poUias It can be palpated as a firm body lymg al 
most subcutaneousl) Reduction is accomplished by mampu 
lation The wnst is extended and adducted to increase the space 
between radius and distal fragment and with pressure directly 
backward over the loose fragment the wnst is cucumducted 
from nght to left and the bone shps back mto place The plaster 
IS then apphed with the hand flexed and abducted 

The steps in reduction are 

1 Extension and adduction of hand 

2 Backward pressure with thumb over fragment 

3 Abduction of hand 

4 Flexion of hand 

In general, open operation is contramdicated m fresh frac 
ture, as nothing is gained and much may be lost by such a course 
Removal of bone reheves pain and tenderness but undoubtedly 
results in more or less loss of strength in the wnst 

3 Old Cases —The untreated cases present a real problem 
asregirds treatment Usually thej show some bone absorption 
and new jomt formation, so that there are practically two bones 
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A SUGGESTION IN THE TECHNIC OF THE RADICAL 
OPERATION FOR CARCINOMA OF THE BREAST. 
ROUTINE APPENDECTOMY THROUGH RIGHT IN- 
DIRECT INGUINAL HERNIAL SAC IN AFEBRILE CASES. 
SYPHILIS OF THE LIVER SIMULATING GALL-BLAD- 
DER PATHOLOGY 

A SUGGESTION IN THE TECHNIC FOR CARCINOMA OF BREAST 
I HAVE always been impressed by the swelling of the arm 
and forearm which often follows radical operations for earn 
noma of the breast Various schemes and procedures have 
been adapted for the purpose of obviating or minimizing the 
edema of the ann Dr John B Murphy used to mterpose a 
flap of pectoralis muscle between the axillary vessels and nerves 
and the skm, thus avoiding connective-tissue pressure upon the 
axillary vem, which m his opinion was one of the chief causes 
of postoperative edema While the procedure had its merits 
from the standpoint of plastic, it was objectionable because 
the pectoralis muscle could harbor caremoma cells and subse- 
quently be a source of recurrence After the closure of the 
wound he placed the patient’s arm m extensiou, at right angle 
with the body, holding it in that position by a molded plastei- 
of Pans cast for a penod of two or three weeks The cases 
operated upon by Dr John B Murphy had very httle or no 
postoperative edema. 

Edtlor's Note — In his later years it appears that Dr Murphy 
abandoned the use of the plaster cast m his breast cases In 
the Surgical Clinics of Dr John B Murphy, Vol HI, No I, 
February, 1914 we find the foUowmg descnption of the dress 
mgs following a typical operation for caremoma of the breast 
The arm will be dressed by the side of the body, the hand 
restmg on the chest A hTjeral dressing is applied, covering the 
voj, 3 — 38 s 
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With bismuth subiodtd powder and seal it with collodion gauze 
The dressing is put on over this " 

In my orm work I have observed certain technical details 
which m a measure, assist m reducing the postoperative edema 
In the first place, I carry the pectorohumeral branch of the 
mcision high up 2 or 3 inches above the edge of the pectorahs 
major muscle thus placmg the ultimate scar above the axillary 
space (Fig 117 a) In the last year 1 have employed m 3 cases 
a procedure which mvolves some of the Kondoleon pnnaple 
After finishmg the operation along established lines, I dissected 
a good sized flap of fat overlymg the biceps muscle, preserved 
a pcdide and turned the fat up placing it agamst the axillary 
space (Fig 117, t) In one case I have taken three pediculated 
strips of deltoid muscle and turned them down into the axillary 
space where they n ere each fastened by a catgut stitch Pedic- 
ulated strands of biceps could be equally well utilized for the 
purpose The procedure is m reality a Kondoleon operation 
utihzmg m addition the pnnciple of Handley’s lymphangio- 
plastic operation suggested by him m 1908, using strands of 
muscle instead of silk strands Strips of fasaa lata could be 
equally well employed The patients operated upon by the 
procedures outhned above had practically no edema of the 
arm after the operation 

ROUTINE APPENDECTOMY THROUGH RIGHT INDIRECT INGUINAL 
HERNIAL SAC IN AFEBRILE CASES 

Hme years ago I saw a patient who had all the earmarks of 
a localized pentomtis m the nght lower quadrant of the abdo- 
men While the case seemed to be fauly typical of an acute 
perforate e appendiatis, I withheld my dugnosis on account 
of a comadent firm painful apparently strangulated bemia 
on the same side The patient a female was operated upon, 
and the pathology was that of a perforated gangrenous appendix, 
strangulated in a femoral henual sac I removed the appendix, 
utilized the hernial sac as a dramage-tube by stitchmg it to the 
skin, and the patient made an uneientful recovery Smee 
that time 1 ha\e had <e\'eral cases m which the appendix was 
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breast and shoulder and reaching up on to the neck. A large 
pad IS placed m the axilla We always remove the lodm with 



Fig 117 — 0 hcmg mcasion b peditnoilated flap of fat sututed over 
ajillaiy vessel 


which the skin is painted before the operation is begun with 
alcohol to prevent an lodm dermatitis, then dust the wound 
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senes of 50 cases at least 30 per cent showed evidence of a patho- 
logic appendix All his cases made an imevenlM lecoveiy 
He does not advocate removal of an acute appendix through 
this route If infection is present, as it happened m 2 of his 
cases, he suggests that a stah-wound be made m the abdomen 
by thrusting a curved forceps through the hernial sac and 
pressmg it against the abdommal wall, opposite the pomt m- 
tended lor drainage 

In my cases I have observed a good deal of pathology, and 
m se\eral cases I have found either a subacute or acute appendix 
when it was scarcely suspected The reason why these hermas 
were prompted to come to an operation was, in ah probabihty, 
the sudden and rather severe pain m the region of the hernia, 
which was necessarily ascribed to it 

In removmg the appendix through a hernial sac I beheve 
that two steps m technic of routine appendectomy, which might 
otherwise be ehmmated, should be observed here, namely, the 
carbohzmg of the stump and the mversion of same, both of which 
will insure greater asepsis The procedure has a Iiimted apph 
cation and its practice should be justified by defimte pathology, 
ease of access and operative skill 

SYPHILIS OF THE LIVER SIMULATING GALL-BLADDER 
PATHOLOGY 

In 1912 I reported an error m diagnosis m which a strik- 
ingly tj^pical case of gall stones proved to he multiple gummata 
of the Uver ^ 1 was much relieved when I found myself m the 
excellent company of eminent cliniaans who made and con- 
fessed m pnnt the same error Syphilis of the hver so closely 
mimics acute gallbladder pathology that the error is quite 
excusable 

The history of the patient under observation was that of a 
woman aged twenty seven who complained of upper abdominal 
distress paroxysmal m character, for about three years The 
attacks were severe m character, occasionaUy a^aated with 
epigastric distress, irradiating toward tha tight wstaV arth, 
‘Jour Amer Med Assoc, 1912 p fiSi 
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\ery dose to the base of the sac, and I removed it In operat 
mg upon hernias at the Cook County Hogwtal, where the 
number has been ^ery abundant, especially since the establish 
ment of the mihtaiy draft, I haie had occasion to observe, 
m rapid succession, a good many cases of fibrous patches in the 
hernial sac J’eople who hai e a hernia occasionally experience 
pain m the region of the corresponding groin Sorme discontmoe 
their work for a few hours, or even a day or two, and then re- 
turn to work contiBiung to expenence pam in the same region 
for a few da}*® thereafter The pain is purely local and should 
be distinguished from the pam of a strangulated hernia which, 
early m the condition, gn es diffuse abdominal pains In addi 
tion to this tj'pe, I beheve that some painful hennas are due to 
an adjacent pathologic appendix, I base my assumption upon 
the extensive adhesions mnnmg from the appendix and caput 
coU to and into the hernial sac, which I have been able to ob- 
serve, especially in the last eighteen months since I commenced 
to make a cpeoal search for this tj'pe of pathologj 

I have remov ed a number of appendices through a right her 
Dial sac. As a routme I do not search for the appendix m 
people ovtt fifty, in patients where the procedure must neces- 
sai^ be short, or m strangulated hernias I generally intro- 
duce a Barrett, rubber tipped forceps through the open her 
sac, and if I can grasp the cecum without effort or trauma 
I deliver the cecum and appendix If on the other hand, the 
delivery of the appendix retjmres effort or trauma I generally 
abandon the attempt. If there is a distinct history of recurrent 
appendiatJS in such a case, I do an appendectomy through a 
separate muscle^^htting masion. 

In none of the afebrile cases m which the appendix was 
removed, as a routine, through the hemul sac, was the post 
operative course of the cases modified or compromised by this 
procedure. A routme appendectomy in cases of herniotomy 
under local anesthesia is not desirable 

Dr George de Tarnowsky, staff surgeon of the Cook County 
Hospital, now m the U S Army m France was tie first lo sug 
fest routine appendectomy through tie henual sac.» In his 
‘Jemr Amer Med. Atsoc., Iir, p. isrS 
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WINGED SCAPULA— SERRATUS MAGNUS PALSY 

Sinnmary Presentat on of 2 cases — causes of serratus paralysis — the diag 
noais treatment — palliative m the majonty of instances operative cure 
attempted in selected cases by neuroplasty costoscapular suture or 
muscle traosplantat on 

The condition which we are about to discuss is one which 
IS met with not mfrequently m clinical work in the majonty 
of instances it either pelds spontaneously or functional restora 
tion occurs through the vicanous activity of other muscles so 
that the lesion requires active treatment m but a relatively small 
percentage of cases 

The first patient is a girl nineteen years of age who gives 
the foUowmg history About two weeks ago she fell down a 
flight of stairs striking on her right shoulder She noticed 
nothmg more than shght soreness about the shoulder and m 
abihty to raise the nght arm from the side beyond an angle of 
about 45 degrees The soreness has now largely disappeared 
but she is still unable to raise her arm 

Upon exammation we find the young woman well nourished 
and m good general health There are no abnormahties other 
than those discoverable upon exammation about the right 
shoulder We find that she cannot raise the arm as before 
stated but there is no restnction to passive motion The 
deltoid appears to contract normally as does the trapezius 
The scapula however flares out from the plane of the back at 
about an angle of 45 degrees and the infenor angle of the scapula 
IS rotated toward the midline The PTaimning fingers can be 
passed very easily beneath the scapula so that nearly the 
whole of Its anterior surface can be easily palpated Owing to 
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not necessarily related to food taking She was often 
but neMer s omited The attacks recurred e\'ery three to four 
weeks and required opiates at tunes She did not know whether 
or not she had a nse of temperature during the attacks The 
e xamina tion re\ ealed definite epigastric distress on pressure and 
mar ked tenderness on perpendicular jiercussion below the n^t 
costal arch. The examination of stomach contents showed no 
retention of food after sei en hours the chemistry of the ga-tnc 
contents ranging wi thin normal Irmits 

The blood picture showed a moderate secondary anemia. 
The i-ray showed a shght distorsion of the duodenal cap the 
roentgenologist concluding that it was probably due to pengas^ 
tnc adhesions. 

In the last ten j'ears I have observed a symptom which is 
alwaj-s present m acute gall bladder patholog) particularly 
when It concerns the cj’stic duct Ei ery case of impaction of 
stone or stones m cystic duct or edema of same is associated 
at the hei^t of the attack with a v ery definite respiratory cm 
barrassment The patients complain of difficulty in catching 
their breath This symptom is not present in any other acute 
upper abdonimal condition vvith which choletystitis may be 
confused. It was absent m this case 

The diagnosis of vanous physicians was either gastnc or 
duodenal ulcer or gall stones An exploratory operation re- 
V ealed a normal stomach and duodenum The gallbladder 
was normal except for a few adhesions toward its neck The 
liver showed marked lobulafaons sqiarated by thick firm con 
nectrve tissue The surface of the larger lobulations showed 
grayish ‘^rs characteristic of syphilitic hepabtis The case 
showed the two tvpes *0 well described by H C McNdk* 
namdy the lobular arrfaosis and the syphilitic perihepatitis 
After the operation I have learned that the patient was mamed 
twice The first husband bad syphilis and she had definite 
knowledge that she had contracted it. Both she and her hus- 
band were inadequately treated for a short period of time The 
present husband abo had syphilis but he was very adequately 
treated- 

» latersUte Wed. Jour^ vot xnv 1917 p 685. 
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approximately a ngbt angle to the coronal plane when the aims 
are extended anteriorly or abducted the condition is usually 
associated with mabihty to raise the arm on the affected side 
above or even to the level of the shoulder although the patient 
may be able to throw the arm up above the head and to mam 
tarn It there once the position is attamed The condition may 
be unilateral or bilateral The immediate cause is paralysis 
sometimes mvolvmg only the upper digitations of the serratus 
magnus the paralysis may be hunted to the serratus or may be 
associated with paralysis of other muscles particularly the 
lower thud of the trapezius The causes of the paralj^is of the 
serratus magnus may be considered under several headings 

1 Trauma to the long thoracic nerve by punctured or m 
ased wounds or durmg extensive dissections m the axilla by 
blows on the root of the neck or pressure madent to carrymg 
heavy loads on the shoulder by pressure on the nerve due to 
its bemg caught between the coracoid process and first nb in 
excessive forward rotation of the shoulder or by the repeated 
or long continued contraction of the scalenus medius as when 
the arms are repeatedly extended above the head agamst a 
heavy load Repeated contractions of the scalenus medius 
may affect the nerve because m a part of its course the nerve 
passes through the substance of this muscle 

2 Infectious or toxic neuritis of the long thoiaac due to 
diphthena so called la gnppe rheumatism antenor poUomye 
litis has also been reported as a cause 

3 Hystenc A few cases have been described m which it 
was suspected that the lesion was purely functional although 
m the only instance which I have found m which details were 
given It was impossible to rule out the possible influence of 
comadent or preceding infectious 

4 Systemic disease progressive muscular dystrophy par 
Uculatly oi the juvenile type It is m parents with this dis- 
ease that the most marked instances of wmged scapula appear 
Here of course paralysis is not limited to the serratus magnus 
but always invoUes other muscles about the shoulder jomt m 
proporUons varymg greatly m different cases 
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the internal rotation of the infenor angle the line of the spme 
of the scapula is directed upward and inward rather than more 
OT less honzoatsSy m comparison with the normai ade, and 
the vertebral angle of the scapula is tilted upward toward the 
root of the neck. When the patient attempts to raise her ana 
the scapula flares out from the back at appromn^tely a right 
angle, and the greater the effort made to extend the arm the 
more pronounced does this displacement become 

We have here a ^-pical case of winged scapula, in this instance 
resulting merely from a fall on the shoulder Before discussaig 
the pathology of this lesion I sbaTl present second case, m 
•which the etiology is entirely different, and which represents, 
in contrast to the first, a type of case m which nothing bat 
operative treatment can be etyiected to be of any service. 

This 3 oimg man is twenty-one years of age In addition to 
marked flaring of both scapulae he presents marked wasting of 
all the muscles of the shoulder girdle, of the nock, and of the 
trunk. He cannot raise himself to a sitting posture from a 
recumbent position. The deltoid muscles, m contrast with the 
other muscles of the shoulder girdle, while atroplJe in their 
anterior and posterior portions appear fajpertrophic m their 
medial portions The masseter muscles also appear larger than 
one would expect to find them. The pabent’s chief complaint 
IS that he cannot rate his arm above the level of hia shoulder 
It •was because of this partial loss of funebon that be lost his 
posibon on the farm where he had been workmg 

This fc> evidently a case of progressiv'e muscular dystrophy, 
and smcc according to the pabent s storj , he has been m his 
present condibon for ov’er two j-eais it appears that the disease 
now IS m a seimquiescent state 

With these two cases before jou I shall discuss briefly the 
general dnucal and pathologic features of winged scapula It 
•wm be necessary to recapitulate a few of the points which have 
already been menboned, but I shall try not to enlarge on them 
more than is necessary 

By “winged scapula” we understand that condibon m wmen 
the infenor angle of the scapula flares out from the body 
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leiiders radical surgical intervention unjustifiable m the great 
majority of mstances Only occasionally a case may be pre 
sented m which the disease is very mdolent or even seems to 
have ceased its progress, and m which the involvement of other 
muscles, particularly the deltoid is but slight — these cases are 
fit for radical surgical mtervention Second, those cases in 
which wmged scapula results from sectionmg, rarely contusion, 
of the long thoraac nerve As has been stated, m 90 per cent 
of traumatic cases though paralysis of the serratus magnus and 
hence deformity may persist, still functional recovery occurs 
through the vicarious activity of neighbormg muscles In 10 
per cent deformity and loss of function are permanent unless 
corrected by treatment In the vast majority of cases of 
winged scapula, therefore, treatment should be expectant For 
the small mmonty there are two Imes of treatment open First, 
palhative by the use of orthopedic apphances , second operative 
Of the use of orthopedic appliances there is httle to be said 
They may be fairly satisfactory, but tend to be heavy, and 
because of the necessity for frequent repau and removal too 
expensive for the average patient The best and simplest ap- 
phance is one which is built upon the prmciple of the figure of 8 
bandage for the shoulder Not much is to be expected from this, 
however because the mere correction of the deformity without 
defimte fixation of the scapula can m no way compensate for 
the loss of power m the serratus 

For the operative treatment a number of procedures have 
been proposed They may be classified under three general 
headings (1) Neuroplasty (2) scapula fixaUon, (3) muscle 
transplantation 

Netiro^Josly — This procedure was suggested by Skillem 
several years ago, but has never been earned out It is thought 
to be smtoble for those cases m which the long thoraac has been 
cut or contused, and consists m anastomosmg the distal end of 
the long thoracic u ilh the proximal end of the short subscapular 
ncr\c This to be done in case anastomosis between theproxi 
mal and distal ends of the long thoraac itself should prove to 
be impossible The object of this operation is to restore to the 
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The diagnosis is toade upKin the histoiy and the results of 
phj'Sical eiamiaaUon The paUent wid state that following an 
injmj m the shoulder region, an acute infectious dk,ease, or 
coming on more insidiouslj in conjunction with weakness of 
other muscles, he found that he could not bring the arm above 
the lev el of the shoulder There is frequentlj no complaint of 
pain and the patient ma> not be aware that his scapula does not 
move m its normal plane On examination with the ann 
ing at the side one notes that the v ertebral border of the scapula 
and particularly the infenor angle tend> to approach the nud 
line of the back The examining fingers may easSy be sbpped 
under the scapula and the scapula be raised from the chest 
wall In old cases in subjects who are not too obese palpation 
ma> reveal marked atrophy of the lower digitations of the 
serratus magnus When the patient extends the arm the in 
fenor angle of the scapula fiares out from the back and may 
even approach or overlap the midlme postenorly The arms 
cannot be extended abov e the level of the shoulder, and usually 
cannot be extended to that degree unless the patient throws 
them up bj a swmgmg motion transmitted from the trunk. 

The prognosis depends pnmarSy upon the etiology ^’inged 
scapula occurring m progressive muscular dj’Strophy never dis- 
appears spontaneously Winged scapula occumng as a result 
of section of the long thoraac nerv e is usually permanent though 
in 90 per cent of the cases functional use of the eitremitj is 
regamed through the vacanous activitj of the muscles of the 
shoulder remainmg after loss of the serratus magnus In winged 
scapula occumng from other causes there is almost alwaj-s com 
plete restoration of anatomic and funcbonal mtegntj without 
special treatment though occasionally severe contusions of the 
long thoraoc nerve may result m permanent loss of function 
Treatment.— Smco the majon^ of cases heal spontaneously, 

T t _ _ I tjpat 

. ressivc 

anaity 

and loss of function are permanent, stfll either the general con 
diUon of the paUent or the rapid progress of the disease, or both, 
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As the case failed to improve with long'Contmued, patient, pal- 
liative treatment, the foUowmg operation was performed 
Through a long U shaped inasion m the antenor a^ary fold, 
with the convexity of the inasion looking forward and down- 
ward, the sternal portion of the pectoralis major was exposed 
and separated from the clavicular portion and from its insertion 
m the humerus With the scapula well forward the severed 
pectorahs was then implanted mto the serratus magnus, spread- 
ing the implanted musde out so that it was brought into contact 
with five or six digitations of the serratus The result of this 
operation was a marked mcxease m funcfaonal capacity of the 
arm, though not full recovery, and disappearance of the deform- 
ity Four years later Katzenstem published a modification of 
Tubby’s operation which consisted m the suture of the pectorahs 
major to the mfenor angle and anterior infenor border of the 
scapula rather than to the paralyzed serratus magmis and this 
modification has been adopted by most subsequent operators, 
who have followed the method of muscle transplantation m the 
treatment of wmged scapula This appears to be a defimte 
improvement over the Tubby method of suture of the paralyzed 
serratus It is generally recognized that paralyzed muscles 
and the tendons of paralyzed muscles offer poor anchorage for 
transplanted muscular insertions 

Various attempts have been made to fix the scapula by cuttmg 
off its infenor angle freeing the subscapulans and infraspmatus 
muscles and stitching them to the fascia of the back, but with- 
out improving the patient’s condition Such an operation was 
perfoimed by me f!\o jears ago on the second case which is 
presented this mommg and while the patient says that he is 
no uorse off than he was before still the converse is also true 
On the basis of the preceding discussion we shall tell this 
girl that she may exjiect complete return of function and dis- 
appearance of deformity m the course of the next few months 
It is probable that her lesion is the result of contusion of the long 
thoraac by pressure between the coracoid process of the scapula 
and the first nb due to the excessive forward rotation of her 
shoulder madent to her fall down the stairway 
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serratus magnus its normal nerve supply This appears to be 
the ideal operation for a certain type of case, though technical 
difficulues, for instance that of approach to the field of opera 
tion, suggest themselves 

Scapula Fixation —This was first earned out by von EiseL.- 
berg, who in 1898 reported two djSerent operations for the care 
of winged scapula m selected cases of progressive muscular 
dystrophy Neither was particularly successful The first 
consisted in the suture of the vertebral border of the scapula 
to the ribs In this instance postoperative pain was intense 
and persisted far into convalescence, its seventy was so great 
as to deter von Eisclsberg from advising the operation m other 
cases In fact, he was forced to remove the silver wire sutures 
from this first case before healing was completed His second 
method consisted in the osteoplastic suture of the infcnor angle 
of one scapula to the corresponding angle of the opposite scapula 
The results following this procedure were not satisfactory The 
downward and backward displacement of the shoulders which 
developed because of the operation tended to oedude the space 
between the first nb and clavicle with senous pressure on the 
axillary structures To reheve this condition a second opera 
tion was performed which consisted m lengthening the clavicle, 
and was successful, but the final condition of the patient was 
not such as would encourage the further use of the operation 
In 1912 Menoere again took up the question of costoscapular 
suture He found that after careful subpenosteal exposure of 
three or four ribs the vertebral border of the scapula could be 
anchored to them without causing tie patient the least sub- 
sequent pam Afenaere believed that v on Eisclsberg must have 
induded the intercostal nerves m his sutures thus accounting 
for the stormy convalescence of his patient Jfenaere considers 
the subpenosteal suture of the scapula to the nbs the operation 
of choice m cases of winged scapula due to progressive muscular 
dystrophy m which an operaUon is justifiable 

Muscle Transplanlotum —Tubby in 1904 reported the case 
of a girl, seven years of age, who had paralysis of the serratus 
njsgnas— iaocs? winged scapula— as a result of mfantfle paralysis 
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UNUNTTED FRACTURE OF NECK OF FEMUR— TREAT- 
MENT BY BONE TRANSPLANTATION 

Summary Diagnos 9 — fracture of neck of femur not necess3r ly a lesion of 
the aged only — functional results following fracture poor in 90 per cent 
of cases technic of bone graft ng results in demonstrated case six 
months after operation 

The history of this case is as follows 

This patient a man of forty \\ as injured about two months 
ago by falling on a sbppery side\% alk landing on his hip The 
mjury was immediately disablmg and he n as brought home and 
put to bed where he remamed for six weeks Dunng those six 
weeks he was treated by his family physician but apparently 
a diagnosis of fracture was not made He was simply kept m 
bed and nothmg further w as done After six n eeks he got out 
of bed and went about on crutches He was repeatedly assured 
that he had no fracture although the cbmcal signs of fracture 
were obvious In other n ords when he came under our obser 
vation a few days ago he was unable to walk except by the aid 
of crutches and he was suffermg a great deal of pain m the nght 
hip and in the knee Measurement of the leg showed about 
li inches of shorterung There was eversion of the foot and 
functional disabibty and it was easy to make a clinical diagnosis 
of fracture of the neck of the femur The * ray picture which 
was taken shows a fracture of the neck of the femur which 
probabl> at the tune it was sustained was one of the base of 
the neck— not subcapitellar but a fracture at the base (Fig 
118) In the last two months considerable absorption of the 
neck has taken place so that at the present time the x ray pic 
turc shows an osteoporosis of the head and neck a non union 
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Owing to the marked m\ohement of the other muscles of 
the shoulder girdle, muscle transplantatiOD is out of the question 
m the second case and since this young man is able to cam his 
h\'mg fairlj comfortablj m his present condition, it is no doubt 
wisest to defer costocer\ical suture, which would be the tech 
meal procedure mdicated here if actii-e mterference were to be 
undertaken, and advise the patient to be content with bis present 
burden — it nugbt easDy be made hea\ier 
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the Ugamentum teres it is quite likely that the loose fragment 
IS gomg to he devoid of the necessary blood supply with the 
result that osteoporosis and absorption of the neck will occur 
But the point I make is that clinically it is unnecessary to make a 
diagnosis as to whether the fracture is mtracapsular or extra 
capsular I do not beheve there are any fractures extracap- 
sular Some of them may be partly extracapsular and partly 
mtracapsular but it is unnecessary to differentiate them 

Now we used to teach that fractures of the neck of the femur 
were fractures of old people almost exclusively That is not 
the case We find many many fractures m people of adult 
life and middle life just as m case — a man who is only about 
forty years of age so that fractures of the neck of the femur 
occur not only m the aged but they occur m the young Of 
course the aged are more predisposed to fractures of the neck 
of the femur owing to the fragihty of the bones and the ab 
sorption of hme salts which makes the bone less finn with the 
result that very often a lesser mjury is followed by fracture 
They occur also between the ages of thirty and forty and I 
have had one in the twenties so it is not a fracture of the aged 
alone As a general proposition these fractures will occur m 
old people just as well as in the young and so the matter of non 
union does not depend upon age It depends partly on the 
treatment and partly on the location of the fracture In other 
words if the fracture is subcapitellar it is more bable to result 
in union than m non umon We will not have tune to go mto 
detail There is just one more conclusion and that is these 
fractures of the hip are followed by a high percentage of dis 
ability I think statistics show that at least 80 per cent are 
followed by more or less permanent disabihty In only 20 per 
cent is the function any way fairly good So you see under 
the most favorable orcumstances Idle functional disabihty has 
been considerable 

Kow the indication for operation here is the matter of 
non umon Ue ha\e a man mjured two months ago with 
non union and our expenencc teaches us that if he has non muon 
in two months he will ha% e non umon m two years I have a 

VOU S“»6 


400 


wnxull HESSEBI 


with considerable absorption of the neck of the femur The 
trochanters ha\ e slipped in an upward direction until the vppa 
margin of the trochanter lies almost opposite the upper bp of 
the acetabulum. The * ra> confirms our diagnosis of fracture 
of the nedi of the femur, and it is quite unnecessaij m the clin- 
ical diagnosis to ti> to detenmne whether it is an mtracapsular 
or extracapsukr fraciuie It does not make any diSerence for 



pjjj llg Fracture of neck of femur of t«rj mouths sUndmg Ivo union. 

inth 1} mche* shortening causing great pain and total disaMhty 

purposes whether the old differentiation is maintained 
An we are mterested in n. whether it is a fracture at the base of 
the neck or at the head Fractures of the head are rather more 
favorable because there wJl be Jess absoiptma of the neck and 
less likelihood of a non union than ra this case where the fracture 
occurs at the base In fractures of the neck of the femur owing to 
theverj jmited blood-*uppb thesuppl> coming mostl> through 
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we Will hold the sartonus to the outer side Now we have 
exposed the capsule of the hip-joint I wiD palpate with for 
ceps Here is the antenor mfenor spine of the ihum and to the 
outer side is the capsule Usually considerable bleeding is 
encountered when the capsule is opened There is the run of 
the acetabulum Finally now we come right down to the 
head of the bone We will enlarge the opening so as to get free 
exposure Now with a knife we proceed to open the capsule 
We open it as widely as we can because we want to expose it 
We will not be particularly soliatous about our opening here 
because we do not expect to sew it up again Now we have 
the fracture exposed It seems as though there were pieces of 
membrane as a veil between the two fragments The fractured 
surface of the upper part of the neck is bound downward and 
in bctwe^ this greater fragment and the lesser fragment seems 
to be a piece of membranous tissue which I have to cut away 
before I can expose the other fragment I am now cuttmg away 
this membranous veil and when 1 have fimshed the fracture 
will be much better exposed Now you can begin to see it 
(Fig 119 2) There is fibrous tissue mterposed between the 
fragments I can get a chisel m now between the fragments 
to pry them apart The doctor asks me if there is any way of 
bimting that formation of fibrous tissue between the fragments 
m treatmg the fracture primarily No there is not In all 
probabihty the man would never get a union no matter what 
we did 

Now I think I have succeeded m getting the ends of the bone 
freshened sufficiently so that we can make traction and adduc 
tion It IS very essential m these cases to correct the eversion 
wherever it occurs Now we must make our mcision over the 
trochanter (Fig 119 1 £) After having mcised the penosteum 
we will lift it aside so as to leave the bone exposed Here is the 
pomt where vse are gomg to dnll our hole— about Ij mches be 
low the upper margm of the greater trochanter Now with the 
electnc dnll we will drill a hole into the trochanter and head of 
the bone Here is one of the most important steps m. the 
opeiauon the placmg of the dtiU hole It has to be so placed 
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man under obser\-ation now whom I operated two roon th ^ ago 
for non union that had been present two jears He had the 
same tj-pe of disabiht} pam in the hip and pam m the knee so 
that the indication here is absolute namel) , to put in some sort 
of fiiatiotu haAe gotten awaj from all sorts of metallic 
«plints screws naih and spikes because it has been shown by 
expenence that a foreign bodj m the «hape of metal is not con 
dual e to good bonj union I ha% e used 'pikes and I ha« had 
to take them out The onl^ thmg to use t> an autogenous bone- 
graft from the same mdiiidual a peg made and dmen into the 
pre^^ouslJ prepared hip 

A bnef resume of what we propose to do In the first place 
we are gomg to make an masion on the inner side of the sar 
tonus muade startmg a htUe below the antenor supenorspmc of 
the ilium drawing the sartonus to one side and rectus femons 
to the other expo_ing the hip-jomt and exposing the fracture 
Then we wiU freshen the ends of the bone \fter the fracture 
has been expo'^ed we will make an masion o\ er the trochanter 
a few mches long and with the electncally dn\cn drill bore a 
hole throu^ the trochanter and neck and mto the head After 
domg that we will expose the left tibia and lake a graft 3 inches 
long from the left tibia and dme it mto this pre\aousI} pre- 
pared drill hole in the right hip I do not belie\ e it will be neces- 
sary to remo\e the sharp comers and edges of the graft If 
there is not too much pressure it is not necessarj to make it 
round That being done the wound is -^wed up and a plaster 
bod> cast put cm No extension is Used This cast is kept on 
for three months 

OPERATION 

April 8 1918 We will start our mo-ion on the inner side 
of the sartonus (fig 119 1 W e wflj do this operation stnctlj 
yTmrHtng to the teaching of Lane Nothing that touches the 
hand should go into the wound It must be absolutclj a matter 
of instrumentaUon That is absolutelj essential m the pre- 
xwition of infection We mu-t not touch aaj-thmg with the 
that goes mto the wound as far as it is possible to do so 
Of course absolute asepsis is a necessity m bone work. Now 



tntJNITED PRACIURE OF NECK OF FEMUR 40$ 


that •when I dnh through the upper end of the femur through 
the trochanter I will strike the neck and go into the head 
Now we will make a long elliptical incision over the tibia 
and we wvU arrange our dap so that the skin incision will not he 
right over the denuded bone ^^e will cut through the penos 
teum at the crest of the tibia and scrape the periosteum back, 
because we do not want an> periosteum on this graft We 
want the bone denuded of its periosteum because if we had a 
lot of fibrous tissue adherent to the bones it would defeat our 
purpose It would cover up the osteoblasts and prevent union 
of the graft ?\ow I have estimated that we vvull need a piece 
of bone about 3 mchcs long With the calipers we vviU laj off 
the necessary space In applying the saw to the crest of the 
tibia you want to apply it as though jou were going to cut 
from right to left If j ou applj it in the opposite direction it is 
liable to get mixed up w ith the muscle and cause trouble W e will 
taper the end of the graft a httle w ith the bone cutting forceps 
Now we have driven the graft in place and we are ready to 
dose up (Fig 119 3) Ue will sew up the soft parts with 
catgut and the skin w ith silkv' orm and put on a plaster of 
Pans spica holding the leg m abduction This cast will be left 
on about sue v\eeks and then a new one 'will be apphed which 
will be kept on for sue w ceks more The patient wall not be per 
nutted to put weight on the leg for from four to six months 
but he w ill be around on crutches in the meantime (Fig 120) 
Postoperative History —U ound healing was uneventful 
The first bod} cast was kept m place for sue weeks and it was 
not until then that the two subcutaneous silkworm gut sutures 
were removed The sutures had not produced the shghtest 


Fg 119— Bone peg for repa r of unun ted part of femur 1 Incis ons 

a The ant r or me sron from 3 to 4 inches in length along the inner border of 
the sartonus musrle b the 2 nch nc s on oicr the trochanter 2 the muscles 
capsule has been me sed and the fracture brought to \ ew 
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Mercy Hospital 

PROLAPSE OF THE UTERUS IN A VIRGIN EIGHTEEN 
YEARS OLD 

Sumn ary Exam nat on of pat ent— d agnos s degrees of p olapse of uterus 
—et ology treatment— the three card nal pr nc pies techn c of opera 
t on n present case 

This young Iad> Miss B t\as brought to me last v\eek 
by her mother for examination on account of a supposed swelhng 
of the external genitaha She gi\es the foHorvmg history 
Age eighteen jears smgle born m Russia Has been m this 
country three jears \o special sickness during childhood but 
was subiect to the poor Ining conditions of her class in Russ a 
Began workmg when twehe >ears of age and work was at tunes 
quite hard for her to perform Menstruation began when 
fifteen years of age re^ar but quantity small The girl 
states that this swelling has been present for one >ear and that 
at night when she la>s m bed jt disappears to a certain extent 
but upon arising in the n oming and walking about it reappears 
and of late has inconvenienced her so much that she spoke to 
her mother about it for the first time just previous to their con 
suiting me 

Upon examination the patient is found to be fairly well 
nourished about 5 feet 3 inches m height and weighs 98 pounds 
Color is somewhat pale Heart and lungs negative Abdomen 
rather flat and some tenderness over left side External gem 
taha The uterus protrudes about 2 inches be>ond the vagmal 
outlet (fig 121) The anterior vaginal wall is molved to a 
small extent in the prolapse but the posterior vagmal wall is 
not Upon replacing the prolapsed uterus there la found by 
b manual examination x mass on the left side about the size 
of an orange scmisol d in consistency and but slightly movable 
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imtation \ new bod\ cast ■was at once applied and remained 
in place for another weeks Durmg this time the patient 
was allowed up u^mg crutches At the end of three months 
the cast was left off, and the patient walked with crutches, but 
no weight was borne on the fractured leg for another month 
After that time, it being evident that union was firm, he began 
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Pjg J20 tracture of femur necV after operation shoeing bone peg m 

riat* The oW qu ha^ b«n restored possWy e\en o\er 
corrected Later measurement ‘honed no shortening The bone peg 
nogJjt ha« had more of an u pm ard ‘Unt Good judgment must be exercised 
to gw-* the drd! hole the proper d rection W ithout the antenor mcis on as 
a guide the operator might miss the head entireh 

to bear more and more weight on the leg and massage and baths 
soon restored motion at the htp Six months after the opera 
tion the patient was able to walk without a hmp and motion at 

.k' 
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palt .r., ..Un cau-^ no .roobl. n. nm .»no 



CLINIC OF DR EDWARD L. MOORHEAD 
Mercy Hospital 


ROLAPSE OF THE UTERUS IN A VIRGIN EIGHTEEN 
YEARS OLD 

ummary Exam nation of patient — diagnosis degrees of prolapse of uterus 
— etiology treatment — the three cardinal principles technic of opera 
tion m present case 

This young lady, Miss M B , was brought to me last week 
>y her mother for exammation on account of a supposed sweUing 
)f the external gemtaha She gi\es the followmg history 
\ge eighteen jears, single, born in Russia Has been in this 
ountrj three years No special sickness during childhood, but 
\as subject to the poor hvmg conditions of her class in Russia 
Began workmg when tweh e years of age and work was at times 
quite hard for her to perform Menstruation began when 
fifteen \ears of age, regular, but quantitj small The girl 
states that this swelling has been present for one year, and that 
at mght, when she lays m bed, it disappears to a certain extent, 
but upon arising in the mormng and walking about, it reappears, 
and of late has inconvenienced her so much that she spoke to 
her mother about it for the first time just previous to their con- 
sulting me 

Upon exammation, the patient is found to be fairly well 
nourished about 5 feet 3 inches in height and neighs 98 pounds 
Color is somewhat pale Heart and lungs negatne Abdomen 
rather flat and some tenderness oxer left side External gem 
taha The uterus protrudes about 2 inches bejond the vaginal 
outlet (Fig 121) The anterior xagmal wall is involved to a 
small extent in the prolapse but the posterior v aginal wall is 
not Upon replacing the prolapsed uterus there is found, by 
bimanual exammation, a mass on the left side about the size 
an orange, semisobd in consistency and but shghll> movable 
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The dia'TiCteis t» quite endent complete prohp< of the 
utenis with probabh a pa^o^-a^an or an adherent o\'aiian 
cv«t in the left side 

B\ prolapse of the uterus is meant a < inLin ? or f allin g of that 
organ mto the pehic C3%at\ and e\ en out de of the Milva. The 
popular name for this condition is falling of the womb which 
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ma\ mean an\ of the t-anous de-rees of the di-placement The 
term t. mi-leadmg as a probpse of the uteru, is aJwa%s as- 
coaated with e\er^ on of other tructures as the ^-aslnaJ walL 
the bladder or the rettum For practical purposes prolap-« u, 
described as occurring in one of three degree 
1 The cenm touches the floor of the pehas 
"> The cenis reaches the ^W'^nal intro tu 
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3 The cemx passes the \aginal mtroitus and more or less 
of the whole bodj of the uterus is extruded bejond the vuKa 

In prolapsus of the first degree the cervix touches the floor 
of the pelvis the fundus uten is proportionately below its normal 
Ie\el and the uterine axis inchnes sbghtly backi\ard The 
suspensory Lgaments of the uterus chiefly the broad hgaments 
are more or less relaxed otherwise this smkmg of the organ could 
not take place Neither the bladder the rectum nor the vagma 
is necessardj involved m this first degree of prolapsus In the 
second degree the external os approaches the xaginal orifice, 
the bod) of the uterus is retroxcrted and hes m the sacral ex 
caxation the suspcnsor) ligaments are proportionately relaxed 
and draiTO down and usually the anterior x aginal xvall and the 
posterior wall of the bladder accompany if they do not precede 
the prolapse of the uterus The posterior x aginal wall and the 
rectum are as >et usually m their normal position In the 
thud degree the cervix protrudes from the xniha more or less, 
e\cn to the extent of the entire extrusion of the uterus The 
anterior x agmal xx all and the posterior wall of the bladder down 
to the meatus urmanus protrude from the pelvic caxnty and m 
a xcry large proportion of cases the posterior vaginal wall and 
the anterior xxall of the rectum are prolapsed to the same extent 
The sound passed mto the bladder through the urethra and the 
finger mtroduced mto the rectum xviU at their lowest pomts be 
on a level xvith the external os shoxvmg a complete prolapsus 
of the anterior and postenor vaginal walls xvith the correspond 
mg XX alls of the bladder and the rectum 

Usuall) in prolapsus uteri of the second and third degree 
the organ is retroxerted or retroflexed This is due to the 
tendencj of the organ to drop backxxard xvhen its fundus falls 
beloxx the excaxation of the sacrum In consequence of the 
downward traction of the adherent xaginal xxalls and A certain 
amount of pathologic h>q)ertropb> of the supravaginal portion 
of the cervLx a uterus prolapsed in the third degree is almost 
alwa)'s elongated frcquentl) measuring from 4 to 6 inches in 
length 

There are a fexx instances on record m xxhich an anteflexed 
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or retroflexed uterus of pcrfectlj normal size was found pro- 
lap^ outside the ^ agmal orifice surrounded by the completely 
prolapsed \ agmal walls with bladder and rectum These cases 
occurred in Mrgins of ad\anced jears m whom the natural 
relaxation of the pehic connect \e tissue permitted a x agmal 
and uterme prolapse 

The causes usuallj gi^ en for the production of prolap e of 
the uterus arc First a hcav'j uterus draggmg down on its sus- 
pensorj hgaments and graduall> smiong deeper and deeper into 
the pehac ca\atj until it finally draw s down with it the anterior 
\ agmal wall with the bladder and then the posterior xngmal 
wall with the rectum Second prolapse of the anterior ingmal 
wall with the bladder draggmg down the uterus finally prolapse 
of the postenor i agmal wall with the rectum In the fir^t m 
stance it is the heai'j uterus which pnmanly causes the pro* 
lapsus m the second it is the relaxed and descend ng i agmal 
walls which drag down after them the heai'j uterus 

Indirect causes of prolapsus uten are lacerations and re- 
laxation of the perineum and pehac floor wherebj prolapsus of 
the \ agmal walls is faohtated certain constantly acting in 
fluences which force down the abdominal viscera toward the 
pehne roof such as dress oxerwork too much exerase m the 
erect position constipation and m erdistended bladder One of 
the commonest causes of prolapsus uten is too frequent and too 
rapidly repeated partuntion 

In our case today we hax-e this condition occurring m a vir 
gm eighteen years of age and she states that it has existed for 
about one year This is a x cry rare condition m one so young 
and the only cause to which we can attnbute its production is 
hard work and beax-y lifting at an early age and lack of proper 
nourishment 

Treatment —The operatixe treatment of prolapsus uten 
must be based on three cardinal prmaples 

1 The dim inution in size and we ght of the uterus 

2 The restorat on of the tone of the uterme hgaments 

3 The repair of the utenne supports the x-agina and pen 
neum 
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There have been many operations devised for this condition 
and their multipliaty is an evidence of their mirehability 
Now in this patient shall first do a high amputation of the 
cervix A circular mcision is made immediately above the 
cervix through the vaginal wall and the uterus is pulled down 
ward with a tenaculum forceps The \aginal wall is carefully 
dissected free and stripped off b> gauze upon the finger being 
careiul to direct the Sorce of the separation toward the uterus 
thus avoiding mjuiy to the bladder 

The amount of cervix we shall remoxe m this case is about 
1 2 inches The uterine xessels on each side of the cervix are 
now tied as high up as po<5Sible with catgut hgatures and the 
cervix amp itated The vaginal wall is now sutured first an 
tenorly and then posteriorly the sutures passing through first 
the vagmal wall then picking up the uterine tissue and then 
passing out through the mucosa of the cervical canal I shall 
use three sutures anteriorly and the same posteriorly Nothing 
will be done to the \ agina or perineum in this case as you readily 
understand that it is unnecessary 

The abdomen will now be opened in the midline between the 
umbilicus and the pubis On the left side there is a parovarian 
cjst about the size of an orange The broad hgaraent is incised 
and the cyst enucleated and the openmg in the broad ligament 
closed b> continuous suture The sacro uterine ligaments on 
either side are now picked up with forceps and I shall try to 
place two interrupted sutures through each one of them m such 
a manner that when tied the ligament will be folded upon itself 
thereby shortening it and elevating the uterus 

The round ligaments will be shortened b> pickmg them up 
with a silk suture m either ^ide about inches from the uterus 
This loop lb held by forceps on either side The fascia is in 
cised about 1 inch from the margin of the abdominal incision 
at Its lower angle and a sharp pointed artery forceps thrust 
through the fasaa muscle and pentoneum The loop holding 
the round ligament is grasped by this forceps and the round liga 
ment pulled through the incision and sutured to the fascia 
The other will be done in the same manner The body of the 
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0*^ retroflex^ utenii of perfectl\ nonnal g^r/‘ waa iocsd p-o- 
Isjkod outside the x'agjnal Onfice sirroUEded bi the 
prolai^ed \-asinal waIL> mth bladder ami iwHam These czjcs 
occunrd jn \-trgiiis of adi'anced a ears on ■whon the rataal 
nrfaxation of the peKic coimectiAe tLTie jiennitfed a ra-i^ 
and utenne prolap^ 

The Causes uni3l!\ gn eo. for the productioii of proLpoe of 
the uterua are fir^t a hea^-A uterus draegiug derwu on its sus- 
perLorA h^'amenL and gradual] j suikiiig deeper and deeper into 
the pehac ca%atA untd jt hnailA diair down with jt the aatenor 
vagmal Avail Anth the bladder and then the po-tenor vaginal 
Avail Anth the rectum ‘^^econd prolapse of the anterior AacinJ 
Avaff With the bLdder dragging doAvu the uterus tmallA prolapte 
of the posterior Aa-anal Avail inth the rectum In the nr-t in 
=tance it is the heaA^j otenis which pmaJilA causes the pro- 
lap-Us in the «econd it is the relaxed and de'cendm'^ Aagmal 
Avails wbidi drag dovm after them the heavA uteru. 

Indirect causes of proIap«u_ uten are lacerations and re- 
laxation of the pennetim and pelvic floor wherebA prolapsus of 
the A-agjnal vralls i_ facilitated certain corLtantl\ acting m 
flueuoes Avhidi force doAvn the abdominal visoera toward the 
peI\AC roof «uch a* difc^ oAerwort, too much exercte m the 
erect po-iUon, corutipatioii and oa er(L_ leaded bladder One of 
the commonest causes of prolapsus uten is too frequent and too 
rapidlx repeated paituntion- 

In our case toda3 Ave baxt this condition occumng m a ait 
gin eghfeen tears of age and she tales that it ha. emted for 
about one Avar This is a A'erc rare condiDon in one ^o young 
and the onli caiu-e to which we can attribute its production is 
hard Avert and heax-A lifting at an earlx age and lacL of proper 
DOUDuhment. 

Treatment — The operatne treatment of prolsp^ uten 
miut be based on three cardmil principles 

1 The dmununon in nze and weight of the uterus. 

The re<toiation of the tone of the utenne licameots. 
o The repair of the utenne upport. the AU-ana and pen 


senm 



CONGENITAL INGUINAL HERNIA 

Summary A baby eight tveeks of age with a hernia which pallutive treat 

ment has failed to control — radical herniotomy 

This little patient, Baby H , is eight tteeks old He tras 
brought to me ten dajs ago for advice regarding an inguinal 
hernia on the right side His parents stated that the hernia 
appeared shortly after his birth and that it has been gradually 
mcreasmg m size The family doctor had tried to retam the 
hernia bj the apphcation of a truss, but was unsuccessful The 
child was then onlj about six and a half vvccks old and I 
was adverse to an> operative procedure if it could possiblj be 
avoided and therefore advised the doctor to continue his efforts 
in the apphcation of a truss and to try that plan of support 
made by the use of a skeui of wool knovm as fingering In 
this method the wool is dmded at one end so that when placed 
aroimd the bodj the cut ends of the skem can be passed through 
the loop forming a knot over the mgumal canal which acts as 
the pad of a truss The cut ends are now passed under the 
permeum and tied to the transverse portion behmd This 
can be changed dailj when the child is bathed and the mother 
or nurse can be instructed as to its proper apphcation It is 
a very good method of treating hernia m mfants where the 
apphcation of the ordinary truss is troublesome or difficult 

Yesterday they mformed me that their efforts were unsuccess 
ful that the hernia w as becoming larger and msisted that sone 
thing be done for the child 

Under these conditions there is no alternative except to 
operate and effect a radical cure of the hernia if possible, or 
at least obtam a result that will retain the hernia untd the 
cliild is older and better able to stand a more protracted opera- 
tion At the present tune >ou can readilj understand it wall 
be neecssarv for me to w ork quite rapidlv as the anesthetic must 
be of short duration 
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uterus occupies pract:caU\ its normal position, it u movable 
and the appendages ha\ e not been disturbed The abdominal 
wound will be closed m the u-ual manner (Fig 122) 



|r*„ Techn c of su penyon of uterus to abdominal »all b rQuod 

Lansentiu Note a e of ci':t which may hart cootnbuted in some decree 
to the prod jetwa of the uterme prolapse. 

For this voung paUent I think we ba\ e accompli- hed all that 
»pos 3 ^ 1 e nameU reduction in the weight and of the uterus 
reSaoement and retention of the uterus m practi^j a normal 
po^Uon as a movable organ preservaUon of «P- 

^da^es s) that their phv lolo-nc funcuon mav be reUmed 



STRANGULATED INGUINAL HERNIA COMPLICATED BY 
ACUTE GANGRENOUS APPENDICITJS 

Summary History and diagnos s— Andrews operation for radical cure 
of hernia 

This patient is a male aged fifty eight years He gues a 
histon of havmg had an mguinal hernia on the fight side for 
a mimber of years He has yvom a truss and n6''‘Or had any 
difficulty in replacmg and retaining the herma General health 
has always been good Drmks moderately No venereal his 
tory Bov. els regular Appetite good Occupation laborer 
He says that last Friday e\enmg he did not feel very well that 
he had an uncomfortable feelmg m the abdomen was nan 
seated and did not eat any supper During the night the pam 
increased and by Saturday mornmg it was severe and accom 
panied by \omitmg He was unable to retaui anythmg in his 
stomach all day Saturday and Sunday Bowels did not mo\e 
Saturday or Sunday The hernia came down early Saturday 
mornmg when the vomitmg began there was severe pain in 
it and he was unable to reduce it A physician was called and 
attempted to reduce the hernia but failed and advised his 
removal to a hospital for operation 

Patient was admitted to Mercy Hospital Sunday afternoon 
at 3 0 clock about thirty sir hours after the onset At that 
tune his temperature was 102° F pulse 120 He was nause 
ated and suffering from severe pam The hernial protrusion 
was larger than a fist and irreducible 
Diagnosis strangulated inguinal herma 
He was immediately prepared for operation Ether anes 
thesia The operation which was performed m this case (An 
drews operation) is the one I usually follow as I behe\e it to 
be the best because by it the buttress o\erlying the weak part 
of the abdommal w all is made up not merely of muscle but also 
of one of the strongest structures the aponeurosis of the external 
oblique muscle 
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The operative treatment of congenital mgnmal henna dif 
fers in no particular fr om other ingumal henna except as to 
the sac The isolation of the sac ina> be exceedingly dif&cult 
because of its exceeding thinness, and the spreading out of the 
structures of the cord ov er a large part of the sac Anatomicallj, 
the difference between a congenital and acquired inguinal her 
ma is, that in the descent of the testis mto the scrotum it is ac 
companied or preceded bj an outgrowth of the pentoneum the 
processus vaginalis pentonei This process becomes shut off 
first at the mtemal mgumal ring and then just above the 
testis, and final!) the intervening portion, which remains as a 
fine cord Iihe structure vnthin the spermatic cord In the 
congenital inguinal hernia the closure of this process has faffed 
to take place either at the abdominal nng the testicular end or 
the mterv enmg portion thereby Jeavang a complete hernial sac, 
which communicates abov e with the general peritoneal cavity 
The usual incision is made for mgumal henua and I shaD 
try to isolate the sac first at the external abdominal nng as the 
landmarks there will be better This we are able to do and 
the structures of the cord are dissected from the sac Upon 
opening the sac and exposmg its contents there is found be- 
sides the mtestme the appendix prolapsed with its jnesenten 
olum Ivo attempt will be made to remove the appendix as 
time 15 a great factor m this speaal case The contents of the 
bermal sac are now reduced and the sac ma> be dealt with in 
one of three wavs Fust bj hgation at the mteraal mgumal 
nng evertmg and suturmg the remamder Second by hga 
tion at the internal mgwnal nng cut off and sutured at the 
testicular end, formmg a new tunica vagmahs and removing 
the intervening portion Thud ligation at the mtemal mgumal 
nng and the dissectmg away of the remaming jxirtion as far 
as Its attachment to the testis without coastructmg a new tunica 
vagmahs The last method is followed m this case and the 
operation completed m the usual maimer There has been very 
little anesthetic used and the little fellow is m good condition 
and I beheve the prognosis is good from an operative and cura 
tive standpomt 
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eac h suture graspmg on the upper side the antenor surface of 
the aponeurosis of the external oblique and on the other side 
the cut edge of the loifer flap of the aponeurosis When these 
sutures are tied the lower flap oierlaps the upper throughout 



Fig 123 — Sac Jad open d sclos ng strangulated boinel and gangrcnoas 
append T. 

its entire length The skm Has closed with interrupted silk- 
worm gut sutures Usual dressing The postoperatire course 
of this case to date has been une\entful The wound is per 
fectl> clean The external sutures will be removed on the 
tenth da> 
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The sLm inciMon about 3^ inches in length 'Ras made not 
quite parallel with Pouparts ligament but sfigb(I> \erUcal so 
as to be parallel ■with the fibers of the aponeurosis of the estemal 
oblique muscle The aponeurosis of the external ohLque 
muscle was then inased in the duection of its fibers through the 
external ring The upper flap was not dissected an ax from the 
imderljmg internal obhque muscle the Ion er flap nas retracted 
and the cord lifted awa> B) gauze dissection as much of 
Pouparts hgament was expo'^ed as was necessary The ore^ 
master muscle and cremasteric fasCia were non incited the 
cord lifted up and the sac laolated Tn obhque inguinal hernia 
the *:ac IS alwa^ s to the inner <;ide of the cord In old hernia 
the «ac la u=uaU\ thickened and is recognized b^ its pale color 
The sac was opened In this case the bowel was strangulated 
dark m color and there was free flmd in the sac Upon lifting 
up the first coif of mtestine there came into xaew the gangrenou* 
xemufonn appendix iFig 123) The bowel xxas treated b) the 
application of hot compresses until the color improved the 
appendix was remo\-ed by ligation and mxersion mth a purse* 
strmg suture The contents of the hernia were noxv reduced 
and the neck of the “^c hgated high up wth catgut hj trans 
finon the redundant portion of the sac amputated and the 
stump allowed to "^hp back into the pcntoneal caxitj The 
cord uas now replaced m its bed and the closure made b> 
sutures of kangaroo tendon On the upper side each suture in 
eludes the aponeurosis of the external oblique and the nailed 
mtemal obhque and the trans% ersahs rnuscle lower down the 
suture includes the aponeurosis of the external obhque and 
the conjoined tendon and further toward the median hne the 
aponeuro^b, of the external oblique and the edge of tht sheath 
of the rectus musde Lpon the lower side all the sutures are 
inserted «o as to take a firm bite on the shehmg edge of Pou 
part s Ugament A sufiiaent number of sutures arc taken «© 
that when tied the entire inguinal canal is closed leaxmg at 
the lower angle enough room for the escape of the cord without 
-ttrangidatmg it. The oxerlappmg of the aponeuro is of the 
external obhque t now made bj mturc of chroraicized catgut 
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Summary Demonstrat on of patient— the diagrnos s— ts definition etiology 

1 BitiNG this patient into clime this motning, not because of 
the condition for which she sought rehef upon admission to the 
hospital but because of the very interesting picture she presents 
Mrs A R IS twenty slx years old and enters the hospital be 
cause of a reddened painful sw elhng indurated and firm at the 
site of the right Barthohn gland A history of vagmal dis 
charge and burning on urination precedes the appearance of 
this condition b> several days Upon examination this tumoT 
mass was found to be a bartholimtis probably gonorrheal in 
ongui This condition was treated and now I bring the patient 
m that you may observe her 

As you see her body is apparently well formed and she 
walks without assistance (Fig 124) By actual measurement 
she IS 45 inches in height Phy sical examination rev eals a \ ery 
small white woman apparently older in years than hef size 
would indicate The expression on the face is old and many 
of the teeth are missing The scalp eyes anil nose are negative 
In the neck many small superficial lymph glands are palpable, 
but the thyroid cannot be made out General exammation is 
otherwise negative with the follownng exceptions The body 
appears about the sue of that of a girl eleven years old The 
breasts arc not developed There is no axillary or pubic hair 
and the external genitalia are infantile m type A very small 
rudimentary cervix is felt in good position upon vaginal exami 
nation and a rudimentary corpus abov e it 

Thi piticnt states that she has always been small for her age 
and has not grown any since she was fifteen years old Men 
struation has never appeared and though the patient has been 
mametl for icvcn years she has never become pregnant She 
Vias TitvtT lAt \ cry strong and tires easdv while at w ork Family 
hi tory negativ e no other members of her family arc so affected 
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^that IS the lower length of the body equals the upper length 
or, what is commoner, exceeds it only a httle — the form of the 
pelvis IS neither of the masculme nor femmme type, but infantJe, 
and finally, the psyche remains behind in development Such 
individuals show tl^ougbout no gross defect m mtelhgence, but 
then mmds remam childish 

Important for the definition of infantilism are the following 
considerations, which serve to render precise the position of 
the ductless glandular system in the pathogenesis of infantilism 
If the infantilism comes about through a standstill of the entire 
organism at a childi^ stage of development, then it is mtelhgible 
that also the sexual glands do not develop further Up to the 
present however, we have not suffiaently considered that the 
sexual glands occupy a separate position m the ductless glandu 
lar system, m that though they function from early youth and 
influence the development of the organism -yet they attain their 
complete maturity only at the age of puberty, the other duct 
less glands are already fully developed m the newborn At the 
same time the remaining behmd of the development of the 
sexual glands m infantilism is only a subordinate symptom of 
the entire chmcal picture 

The case is sho-wn only for the features it presents as the 
question of treatment mvolves not a cure of the condition but 
anns only to aid in substitutmg for the functions of some of the 
glands of internal secretion By the use of this method we can 
hope to make the patient more comfortable and probably m 
crease her strength so that she may more satisfactorily discharge 
the duties of her daily Ufe 
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Wassermann test is negati\e Past hi ton is negatiie for m 
Junes or acuttt febnJe dL^eases of cluJdhood 

Our diagnosis is eiidetit — a case of mfantihsni This term 
Is a rather uncertain one but bneflv u e ina\ define a pure in 
fantflj^ as a «taEdHig '^till at the infantile stages of deielop- 
meat 'comidenng espeaaUj the foUonms factors the gemUha 



pjg 1T4 — Ciae of infantU sm Note ab=ttice of the o ual d ei pment of 
the female brea t 

4nd the \ita ‘«'cualis remam undei eloped or de\ elop dcliaenth 
and the same is tme of tie -^ondan se\ characters the 
imolution of the hmpiatic apparatus ts deiaent the gruth 
Is dehaent ossification that i the appearance of the bone 
nuclei and the closure of the epiphi-e- is delaied and the 
tbfldi h dunen-ion of the bodi are retained wholh or in pari 



CLINIC OF DR G L McWHORTER 

PHESBYTERUN HOSPITAL 


DIAGNOSIS OF FISTULA IN ANO 

Summary Necess ty of proctoscop c exam nat oa techn c of proctoscopy 
mportanoe of findiag tte mternal mouth of the fistula— injection of 
methylene-blue solut on as a gu de 

Fistula in ano though a common complication is often 
neglected for fear of a disagreeable result mcontinence and for 
fear that operation may result in failure to cure Tuttle has 
stated that less than 45 per cent of fistulse out of a senes of 
2196 cases treated were claimed to be cured The reasons for 
the large percentage of failures are chiefly failure to find the 
internal opening overlooked pockets or collaterals fadure to 
remove the predisposmg cause as for example a pocket in a 
sinus of Morgagm hemorrhoids or a prolapse and lastly 
neglect in dressings 

Fistula m ano may be complete or mcomplete In the 
complete type one openmg is through the skm adjacent organ 
or bowel The other openmg is m the mucosa of the rectum 
In the mcomplete or blmd type the openmg may be mtemal 
in the rectum or external on the skm There are three distinct 
relations to the muscles m the first the tract lies superfiaal 
m the second it hes m the ischiorectal fossa with the mtemal 
openmg between the mtemal and external sphincters m the 
third the mtemal opemng lies above the internal sphincter 
In this last relation while the mternal openmg may be higher 
m the rectum than the mtemal sphmcter yet m many cases 
the tract is superfiaal to the sphmcter and consequentiy it is 
unnecessary to cut it Where the tract extends high mto the 
ischiorectal fossa some source m the pelvis should be considered 
such as inflanunation of the pelvic organs and bones 
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of the opening by observation especially after injecting methyl 
ene-blue solution I bad diflSculty m mtroducmg solutions mto 
these smuses until I used the Wheeler tip on the end of a syringe 
(Fig 125 h) This IS of rubber, bluntly pointed, yet the very 
tip may be inserted mto the smaller openmgs and, bemg shghtly 
flexible, it follows the smus while pressure is made to force 
soluUons mto the fistula The broad part of the tip effectually 
fiUs the mouth of the tract By carefully withdrawmg the proc- 
toscope, the one or more mtemal openmgs may be seen, and their 
positions located Roentgenograms may be taken if desired 
The importance of localmng these mtemal opemngs before 
operation and this very satisfactory manner of mjectmg the 
tract are emphasised 

The discovery of branches with multiple openings is prac- 
tically impossible at the operation on account of the blood- 
stamed field The procedure of passmg a probe through the 
tissues from the external openmg until felt under the mucous 
membrane, then pushed through to complete the smus, should 
be condemned, for following this method a bhnd mtemal open- 
mg is often left higher up or even on the opposite side of the bowel 

TECHNIC OF PROCTOSCOPY 

The proctoscope most satisfactory for inspection is the 
25 cm length, having a large observation lumen The Tuttle 
instrument which I am usmg has the stem for carrymg the elec- 
tnc hght m a groove external to the lumen (Fig 126) At 
the extreme end this small (ylmder is closed by a flint glass 
bulb Instniments are made m various sizes and lengths An 
obturator is provided for mtroduction Upon removing this, 
a glass T\Tndow is inserted and connected with a hand bulb 
for inflation 

The patient is prepared for examination by a cathartic 
at mght and by a thorough flushmg of the colon in the morning 
There should be no fluid m the sigmoid or rectum at examina- 
tion The preferable position for routine examination is the 
knee-chest AH waist hands are removed and clothing loosened 
The thighs should be pracUcallj vertical, the chest m coaUct 
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The usual cause of fistula m ano is a penproctal abscess 
whidi has been neglected, and after breaiing open has formed a 
fistula which rardy heab by itself The infection maj be pycnnc 
or due to tuberculosis or sj>philis In 531111215 jt ina3 fobow 
ulceration of the rectunt Various authors report from a few 
to a bigb percentage of fistula in ano due to tuberculosis The 
tubercle bacilli ma) gam entrance from being swallowed by a 



Fjg 125.*-^ Knee^est positKSn for exanunabon The proctoocope 
passec) vUh the axis m Itoe vtdi the anal canal, and then its postCion dunged 
to folloir the rccttim and Rgnwid t the Wheeler rubtper up wlucfi is attached 
to a Byringe fnr injection of the fistulous tracts. 

patient with pulmonary mi-oh'ement or they m43 be derived 
feom. the food the rectal S3’inptoms being the first to appear 
3h order to locate the openings and tracts before operafiou 
the procto^pc is u«essar3 and m order to rule out pdviC 
sources the use of bismuth, thonum potassium lodid or some 
other media with the Roentgen ra} is adiisable I has c found it 
egiemally s-aluable to proctoscope the patient and after exam 
fliing the lower sigmoid and rectum to determme the position 
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With the table the head turned to one side with the 

face against a thin pillow and the arms erxtended In this 
position the patient should be told to breathe through his mouth 

to relax so as to produce as much of a lordosis ns possible 
(Fig 125 a) This position empties the pelvis of uitestmes re 
Ueves the pressure from adjommg organs on the rectum and 
permits the rectum to balloon out when air is allowed to enter 
the anus 

Before instrumentation always make a digital examinabon 
m order to determine abnormalities such as stricture or a new 
growth m the lower rectum and changes m the ischiorectal 
fossae This not only gives one information of the tenamal 
rectum but prevents blmdiy mtroducmg an instrument and 
possibly mjunng tissues The instrument is lubncated care- 
fully mtroduced with the axis directed at first downward and 
forward m the direction of the anal canal After the end passes 
the sphincters mto the rectum the obturator is removed and air 
is allowed to enter the rectum It may be necessary to further 
distend the rectum m which case the wmdow is inserted and the 
hand bulb used 

On examining the rectum the axis of the proctoscope is 
changed and directed upward then gradually diangmg to pass 
the pelvic bnm the sigmoid is inspected Crescentic folds or 
valves oi Houston usually three m number are seen extendmg 
part way around the rectum The nuddle valve is usually the 
most pronunent and is located on the nght anterior quadrant 
of the rectal wall visually ]ust below the level of the pouch of 
Douglas The mfenor valve is about 3 cm above the anal canal 
on the left posterior quadrant The superior valve is in the same 
quadrant There is usually a well developed valve or sphincter 
at the rectosigmoid juncture 

The sigmoid does not balloon out with the rectum and since 
the rectosigmoid juncture is usually on one side the rectum 
may seem to end m a blind pocket This necessitates with 
drawing the proctoscope dightly and searchmg for the opening 
Though the rectosigmoid juncture may be to the nght or left, 
I ha\ e found it more frequently upon the left The proctoscope 
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FRACTURES OF THE PATELLA 

Summary A case of fracture of the patella with wide separation of the 
fragments— operation within forty eight hours after injury pathology 
and surpcal anatomy of fractured patella advantage of early operation 

The case which I wish to present to you today is one of a 
laborer aged forty who entered the hospital after a fall upon 
the sidewalk which resulted m the fracture of his left patella 
He was unable to walk immediately after the accident a symp 
tom which I consider of great importance and which is due not 
so much to the fracture of the patella itself as to the tearmg of 
the aponeurosis on either side of the patella He entered the 
hospital with an enormous swelling of the knee-joint the result 
of an exteBSi\e extravasation of blood not only into the jomt 
proper but also surrounding the fractured surfaces of the patella 
and the tom edges of the aponeurosis It 13 of considerable 
mterest in this case to note the fact that the patient had a 
fracture of the same patella thirteen years ago and was treated 
m this hospital for ten weeks by non-operative measures There 
fore we are dealing with a so-called refracture which is not m 
frequent in the case of this particular bone Such a refracture 
IS much less apt to occur m cases which have been operated 
upon because we make a speaal effort as we shall see later to 
pre\ent inversion of the penosteum between the fractured sur 
faces I believe that the removal or lifting up of the penosteum 
covcrmg the fractured surfaces and the suture of the torn 
aponeurosis are the two chief adv'antages of the operative 
treatment 

The esaimnation today shows a wide separation of the two 
fragments into which the patella has been divided by the trans- 
4>9 
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now IS gradual]} withdrawn and at the same time the methyl 
ene-blue solution is injected into the external opening of the 
fistula if there is more than one openmg the o^ers are tern 
porarily dosed The mtemal opemngs are located by the 
escape of the blue solution from them as the proctoscope is bemg 
Withdrawn keepmg the rectum and later the anal dis- 
tended with air b} use of the hand bulb Blmd mtemal tracts 
are located through a short proctoscope by means of a probe 
With the tip bent upon itself by inspection of the small papilla 
and b} eqiressmg pus on pressure 

In the treatment of fistula in ano the general surgical pnn 
aple rests upon the dinsion of the tissue between the fistula 
and the anal canal This comeits the fistula mto an open 
gutter which ma} heal hj granulation from the bottom It is 
rarely necessary to cut both sphmcters and m these cases the 
conservafa%e gradual dinsion of the fistulous tracts as adiii- 
cated by Aibnght should be considered If necessary to cut 
the external «phmcter m more than one place it should be done 
at a second operation Care should be talen to cut through 
the sphmcter musde-fibers at nght angles and not obhquely 
The superficial fibers of the external '^hinder run almost paral 
lei ftiang in the nudlme in front of and behind the anus but 
the deep thicker mass is circular In horseshoe fistula with 
multiple openmp an enarding cut is made m the sLm and only 
one cut through the sphmcter If excision of a fistulous tract 
IS practised it may be unnecessary to cut the musde Pchac 
fistula should not be operated in this manner but treatment 
should be directed to the cause 
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fractures of the patella 

Summary A case of fracture of the patella with wide separat on of the 
fragments — operat on within forty-e ght hours after injury pathology 
and surgical anatomy of fractured patella advantage of early operation 

The case which I wish to present to you today is one of a 
laborer aged forty who entered the hospital after a fall upon 
the sidewalk which resulted m the fracture of his left patella 
He was unable to walk immediately after the acadent a symp- 
tom which I consider of great importance and which is due not 
so much to the fracture of the patella itseU as to the tearmg of 
the aponeurosis on either side of the patella He entered the 
hospital with an enormous swellmg of the knee joint the result 
of an extensive extravasation of blood not only into the jomt 
proper but also suirounding the fractured surfaces of the patella 
and the tom edges of the aponeurosis It is of considerable 
interest m this case to note the fact that the patient had a 
fracture of the same patella thirteen years ago and was treated 
in this hospital for ten weeks by non operative measures There- 
fore we are dealing with a so called refracture which is not m 
frequent m the case of this particular bone Such a refracture 
IS much less apt to occur m cases which ha\e been operated 
upon because we make a speaal effort as we shall see later to 
prevent mversion of the penosteum between the fractured sur 
faces I beheve that the removal or hftmg up of the penosteum 
covenng the fractured surfaces and the suture of the tom 
aponeurosis are the two chief advantages of the operative 
treatment 

The examination today shows a wide separation of the two 
fragments into which the patella has been divided by the trans- 
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verse line of frattuie. The diastasis is wide enoii^ to admit 
three fingers easily. The x-ray confirms the transverse nature 



fig 127 —Various traumatic conditions of patella and its vionjty 
I, Ttaasverse fracture of patella, 2, stellate fracture of patella 3, longitodmaf 
fracture of patella, 4,tiansterse laceration of aponeurosis just above patella, 
5, laceration of ligamentum patella 6, teanng off of tubercle of tibia 

of the fracture and the tnde separation of the fragments It 
is nec«ssat> m these cases to take both an anteroposterior and 
a lateral tdew, because not all fractures are of the transverse 
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vanety Figxiie 127 illustrates some of the most frequent 
injunes of the patella and of the structures immediately adja- 
cent thereto In the exammation of some of these the x ray is 
of great value, but m others we can only make the diagnosis 
by findmg the patella itself mtact or by demonstrating the 
patient’s mabihty to extend the leg A glance at this diagram 
■will show you that we may have transverse, stellate, or even 
longitudmal fractures of the patella ^ 

The conditions which may simulate fracture of the patella 
haiong in common the symptom of mabihty to extend the knee 
and of swellin g of the knee jomt foUowmg trauma are (a) 
Rupture of the aponeurosis of the quadnceps extensor just 
abo\e the patella, (&) laceration of the hgamentum patellae 
itself, (3) evulsion of the tubercle of the tibia The last- 
named condition can be easily differentiated from fracture 
of the patella by the fant that the pomt of maximum pam is 
over the head of the tibia there is less apt to be much swellmg 
of the knee-jomt, and a lateral * ray view will show the condi- 
tion At times one can demonstrate preternatural mobihty 
at the pomt of the insertion of the hgamentum patellae mto 
the tibia In the case of a laceration of the hgamentum patellae 
we find the patella mtact but palpation will reveal a gap when 
the knee is flexed at a point between the patella itself and the 
tubercle of the tibia Finally m case of laceration of the quad- 
nceps aponeurosis above the patella the patella remams mtact, 
but a gap should be demonstrable above the patella when the 
patient makes an effort to extend the knee or when the latter 
IS forably flexed 

In some cases of fracture of the patella, as m the patient 
on whom we are to operate today, the diagnosis is easy, because 
one can feel a space between the fragments and can manipulate 
them separately from side to side — a very important fact I 
recently encountered a case m which it was necessary to re- 
sort to the aid of the x ray m order to exclude fracture There 
was a condiUoa somewhat similar to that occasionally found 

» Hessert recently described a case of longitud nal fracture of the patella 
In the ‘iurptal Clmies of Chicago August igiS p 849. 
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beneath the pericramum after trauma, namely, a henoatoraa 
which, becoming partly organized, produces a lesion with a 
soft center and a raided, hard margin, simulating dqjressed frac* 
ture very closely. In this instancs the organizing clot on the 
anterior surface of the patella produced a trans^ erse groow on 



Pig 128 ^Fracture of patelb Wth wde separation of fragtnents. In 
spite of the tatter wadition the patient had encelleot use of the lunb nnd 
esrtension perfect 

the patella which on palpation could not be difletentiated from 
a ttans\ erso fracture 

For many years the fracture of the patella itself was con- 
sidered the most important feature The increasing number 
of operations for fracture of the patella and obser^-aUons on non- 
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operated cases have taught us that the power of extension of 
the knee may he practically perfect even though there be a 
wide separation oi the fragments Figure 128 is an x ray print 
from a case which 1 have recently seen m which there was a 
space nearly 3 mches in width between the two fragments fol 
lowing a fracture of the patella ten yearn ago but with very 
httle tearmg of the lateral aponeurosis The patient had not 
been operated upon and yet today the power of extension is 
practically perfect and there is only a shght limp and the 
presence of a space between the two fragments of the patella 
to indicate that there has ever been a fracture of this bone 
This case emphasizes a pomt which I am trying to brmg out 
namely that the patella itself is practically a sesamoid bone 
and it can be completely removed without mterfermg wnth the 
extension of the knee-joint 

Observations of operated and non-operated cases of fracture 
of the patella has clearly demonstrated the fact that the chief 
advantage of the operative treatment is to establish a firm union 
of the tom lateral aponeurosis The pnnapal conditions which 
are encountered m fracture of the patella are well illustrated 
m Fig 127 They are (a) Effusion of blood into all portions 
of the joint The blood dots separate not only the fractured 
fragments themselves but also the surfaces of the torn aponeu 
rosis (6) an mversion of the penosteum so that it completely 
covers the fractured surfaces and prevents accurate umon of 
the fragments (c) a transverse tear of the aponeurosis and of 
the capsule of the joint 

The lateral portion of the aponeurosis is the chief factor m 
extension of the knee It has a firm hold on the patella because 
It fuses mth the penosteal covering of the patella when it reaches 
the edges of that bone In the treatment of this condition I 
do not doubt but that fairly satisfactory results can be secured 
by non-operative methods but in view of the fact that our 
knowledge of the pathology of fracture of the patella has been 
deared up by frequent operations I cannot see why a case 
diould be treated b> a non-operativ e method if a capable surgeon 
verged m the details of modem bone surgery and aided by proper 

VOU3— iS 
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beneath the pericramum after trauma, namely, a 
which, becoming partly orgamzed, produces a lesion with a 
soft center and a raised, hard margin, sintulatiag depressed firac- 
ture \ eiy closely. In this instance the organizing dot on the 
anterior surface of the patella produced a transverse groove on 



F% 128 — Fracture of patr'Ua with wide separation of fragments. In 
spite of the latter condition the patient had excellent use of the lunb and 
extension was jwftct 

the patella which on palpation could not he ddferentiated from 
atrans\*cTse fracture 

For many years the fracture of the patdla- itsell was Con- 
sJdraed the most important feature The increasing number 
of operations for fracture of the patella and obscr-tations on non- 
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are so extensive that it is advisable not to operate until all 
chances of infection from these superficial injunes has been 
ehminated This is espeaally true of cases which have not 
been seen by surgeons until two or three days after the accident 
In accordance with my own behef in regard to early opera 
tions we shall proceed to perform an operation upon this case 
today forty eight hours after the accadent The question of 
the preparation of the skin requires no speaal coroment as it 
is pretty Well standardiied Personally I prefer two coats of 
3| per cent tmcture of lodin applied from the bip ]omt to the 
level of the ankles that is well away from the operative field 
In regard to the masion nearly every surgeon has his pref 
erenee One employs a U shaped incision with the convexity 
upward another with the convexity downward and others 
employ a trans\erse mctsion I do not beheve that this is a 
very important pomt because the wound will heal as well with 
one form ol incision as with another and there is just as much 
danger of tension upon the edges of the wound dunng active 
mobilization with one incision as with the other Personally 
I prefer a transverse mas on which we will use m this case 
Having made this inDSion from a point over the external 
condyle of the femur to a similar pomt over the mtema! condyle 
m order to secure a wide exposure of the lateral aponeurosis 
we shall proceed to utilize the pnnaples of the Lane technic — 
that IS to permit the glo\ ed fingers to come m contact with the 
wound surfaces as httle as possible I am now able to demon 
strate the three prmapsl pathologic factors in fracture of the 
patella namely the tunimg m of the penosteum over the 
fractured surfaces a wide tear of the lateral aponeurosis on 
either side of the patella and an extensive extravasation of 
blood both into the tissues m front of the patella and mto the 
jomt proper 

The first step consists in reflectmg the penosteoaponeurotic 
co\ermg bj Lftmg it up from between the fractured surfaces 
of the patella so that the flap can be utilized later for the pur 
pose of approximauon The two fragments of the patella can 
be seen to be widely separated and can be moied laterally in 
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^unoundmgs can be secured You must undeistand that the 
best Tre can hope for by the operati% e and non-operati\ e methods 
IS a fibrous union of the patella As I ha\e stated previously, 
those Tfho advocate non-opera bve treatment overlook the es- 
"ential fact that the tearing of the lateral aponeurosis li far 
more important for the future usefulness of the knee than the 
fracture of the patella itself An accurate appronmatioa of 
the torn <5urfaces of the aponeurosis, jou wiU grant can be 
secured better bj open operation than bj merelj attempting 
to approjunale the tmctmtd Iragmeats Another great ad 
\-antage of the operative method as we shall see later, is the 
abiht> to secure active mobihaation of the joint at a much 
earlier period than is possible mth tie non-operative methods, 
which require at least six weeks of fixation. It is my own 
practice to begin both active and passive movements of the 
Ince-jouit within ten dajs after operation and I know of sur 
geons who are ev en more radical and begm as early as the third 
or fourth da> \ou can understand the great importance of 
this early mobilization when I state a fact 30U have probably 
frequently observed, namelj, that a fibrous ankjlosis of the 
knee-joint is more difficult to overcome than that of almost 
anj otherjointinthebodj 

Now, as to the time of operation some of our surgeons 
advocate waiting for ten to fourteen da>'s after injury Their 
argument is that by this tone the process of munuzmation against 
infection has taken place in the vionity of such an injury In 
fection IS much less likely to occur at this tune that when the 
case is operated upon at an earher penod There may be an 
element of truth m this argument but my own eipenence and 
that of many other surgeons has led me to believ c that there is 
practically no difference from the standpoint of liability to in 
fection between a case operated upon withm the first few days 
and one operated ten to fourteen day’s after injury The ob- 
serv-afions of those surgeons who beheve m delaying operation 
IS of value, however, in demonstrating the fact that we can 
safely wait until a later penod and secure good results At 
times the abrasions of the skin m the vionity of the Inee-jomt 
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dependent of each other, which I have previously told you is 
an important symptom m the diagnosis of fracture of the patella 
We find an extensive tear in the lateral aponeurosis for a dis 
tance of 2 mches on each side of the patella We must expose 
It until ne reach the point where the tear stops Having re- 
moved the blood-dots from between the tom surfaces of the 
patella and lateral aponeurosis, we proceed as quickly as possible 
to umte the edges oi the lateral aponeurosis with fine kangaroo ten- 
don or chromic catgut (Fig 129 3) If the imbrication method 
smular to that employed m the repau of ventral or inguinal 
herma is used the aponeurosis becomes a very strong structure 
This overlappmg of the edges of the torn aponeurosis can be 
rapidly accomphshed, and results m such a dose approximatioii 
of the fractured surfaces of the patella itself that it is seldom 
necessary to insert more than a few sutures mto the aponeu 
roticopenosteal covering of the patella You will observe that 
I have employed fine kangaroo tendon mattress sutures to 
brmg the lower edge of the tom aponeurosis well beneath the 
inner surface of the upper half (Fig 129,4) The free edge of the 
upper flap of the aponeurosis will now be approximated to the 
outer surface of the lower half m accordance with the prmaples 
of the overlappmg or imbncation method, by a continuous fine 
chromic catgut suture which stops at the edge of the patella 
on either side The tom edges of the penosteal aponeurotic 
covering of the bone itself is finally umted with a fine continuous 
chromic catgut suture This completes the operation and we 


Fig 129 — Fracture ot patella 1 Sagittal view ol knee showing- effusion 
of blood into all portions of joint in a case of fracture of patella Notice 
how blood'Clot separates fragments unii - 


u V s uii eitcer side of fractured patella Similar 
sutures can be inserted through penosteo-aponeucotic covering on anterior 
surface of pateJU after everting the torn edges but these additional sutures 
•re aeidom required 4 chrcrtnic (fine) catgut continuous suture of over 
lapped free edges of aponeurosis and of the tom penosteo^poneurotic cover* 
ing of the patella 
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A STRANGULATED EPIGASTRIC HERNIA 

Summary Typical history and physical findings operation^ — choice of 
anesthetic — repair of abdominal si all by the MayO technic rarity of 
epigastric hernias — marked local tenderness a constant symptom. 

Tms patient entered the hospital last * night on another 
service and has just been transferred to me She is a Russian 
Jewess, sixty seven years of age Her general health has been 
good until the last few years, when she began to get short of 
breath on exertion She had had some swelling of her feet 
although none is present now She has had ten childien, the 
joungest of which is twentj five years old In 1893, following 
a prolonged and complicated labor, she noticed a swelling m 
the region of her umbilicus This has gradually mcreased, 
but IS not more than 3 cm in diameter at the present tune 
On a number of occasions she has had sex ere pain m this region 
lasting sometimes several hours, but never accompanied by 
vomiting At such times there would be a hard swelling at or 
just below the umbilicus The patient had such an attack 
tune days ago and the pain has persisted mtennittently ever 
since Last evenmg she began to vomit and her pains became 
paroxysmal and severe Her temperature is 98 6® F and her 
pulse is 120 She has been habitually constipated, but a good 
stool nas obtained by the use of an mjectioo last nigbt Ex- 
ammation reveals an obese woman with a tense tympamtic 
abdomen moderately tender throughout She looks sick and 
seems to be in considerable pain Just below the umbilicus 
IS a slightly elevated mass, about 3 cm m diameter, which is so 
tender that careful cxammation la out of the question I 
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shal] dose the wound without drainage bj uniting the <t<n 
edges \nth silkworm gut sutures and unmobilue the limb bj 
means of a molded p!aster-of Pans postenor splint 

PRESENTATION OF CASE FOUR WEEKS lATER 
I Wish to show you todaj the patient with fracture of the 
patella which wc operated upon four weeks ago The sutures 
were remoa'ed at the end of ten da>*s, the ivound hamg heated 
by primary union Both acti\ e and passi\ e mobilization were 
begun on the tenth daj You mil obser\-e today that wc ha^ 
secured a practically normal range of mobihty of the knee- 
joint m the mterval between the beginning of acti\'e mobilua 
tion and the present time I cannot emphasize too stronglj 
the ad\Tsabihty of earlj mobilization m these cases espcaal!) 
actJiT mobihzatjon It is not necessary to eroploj an> par 
ticular form of apparatus, but the patient should be encouraged 
to walk upon the injured limb witlim two weeks after the injury 
and to bend the knee himself In this case much aid has been 
den\Td from dailj massage of the quadneeps extensor musde, 
which rapidly atrophies m these cases, and in passi\Te mobiltza 
tion of the knee-joint The case illustrates the rapid adiTince 
which we haw made in the treatment of these injuncs 
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Fig 130— o, Trac$«r»e mosion, i, umbHical h«rnial sac freed and 
opened c upper margin of ^-ound retracted, eaposiog straogluated epigastric 
hernia rf, closure of gangrenous nog of colon with Lembert sutures. 
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ha^e made the diagnosis of strangulated umbilical henna and 
shall proceed at once to operate 

On account of her age and her general conditioa I should 
greatly prefer local anesthesia, but owing to the fact that I 
cannot con\erse 5uSaentl> with her to gam her co-operation 
and as there has been no great amount of lomitmg we are 
employing ether She has no albumm or casts m the two spea 
mens of imne thus far esammed 

I am now makmg a large elhpbcal transierse masion (Fig 
130, fl) enarcimg the tumor and dissectmg back the skm and fat 
«o that the antenor sheath of the rectus and the Imea alba are 
well exposed An umbilical bemial sac about 6 an m diameter 
IS carefully isolated As I mase the sac I find it is filled with 
edematous omentum which is adherent to the margins bj lery 
dense fibrous adhesions, provmg conclusively that the mcar 
cerated omentum has been present within the sac for >ears 
The omentum is now entirelj free and I hav e bgated all bleed 
mg pomts (Fig 130, b) It does not seem to me that this 
can explam her acute sjmptoms and as I replace this omental 
stump I shall explore the abdomen I can feel a mass adherent 
to the abdominal wall about 5 cm abov e mj present abdominal 
openmg This feels hie the transverse colon Dissectmg the 
fat and fasaa upward, I find a second hermal sac which did not 
protrude suffiaentlj to alter the contour of the abdomen (Kg 
130 c) Bad the patient not been so tender and had I made 
a more careful palpatory examination I might have felt this 
piatiQ It is evndentlj a strangulated epigastnc hernia and prob- 
ably the real cause of her symptoms Isolatmg the sac I find 
that it IS shaped like a mushroom and about 3 cm m its greatest 
diameter (^nmg it bj a transverse masion I find that it 
contains purphsh bowel and considerable dark brown fluid 
From the bands and fat tags I know that it is a henua of the 
transverse colon Smee but a portion of the circumference of 
the bowel is included m the henna we make a diagnosis of 
Richter’s hernia It is necessary to split the Imea alba trans- 
veiselj on cither «ide to relieve the tension and to piermit me to 
eiamme the strangulated area Here is a dark brown rwg 
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operation very weU and there has been no vomiting dunng the 
adnumstration of the anesthetic 





Gosure o( bemul openings with mattress sutures of heavy 
catgut / final suture of overlapped edges 


Epigastnc hennas are rare Of lOCX) consecutive h e m ta 
operauons performed m the Presbyterian Hospital but 9 were 
for epigastnc berma This is the second epigastnc hernia -which 
I have seen strangulated In the first case I made the diag 
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about 1 cn in diameter at the site of the constnctiom I shaB 
applj hot towels to this portion of the bowel fJianmn<T t>i»a 
frequently for the next few minutes All of the bowel excepting 
this narrow ncg has entirely reco^-ered its color and I shall 
co\-er m this stnp with a few Lembett sutures of fine catgut 
(Rg 130 d) \\ ere the doubtful area so large that it could 
not be thus inserted without compronming the lumen of the 
bowel I should wait eien longer m the hope that the arcula 
tion would be restored for I should hate \erj much to resect 
Ha\'iDg replaced the colon it is necessary to remo\ e both her 
nial sacs before closing The«e are cut 2u.h with tie ahdamnai 
aponeurosis 

How shall I repair the two he rnial openings’ I behei'e the 
best method of closing an umbflical henna is bj the transi-erse 
imbncaboD method described by J o In this instance 
howe\er instead of o^e^l3pp^ng from abcnc downward I am 
closing the umbilical opening in the rei er«e manner with three 
mattress sutures of heai '3 catgut Inscrtmg mj needle about 
2 Cm, from the lower margin of the wound I pass it through 
the entire thicjjiess of the abdominal aponeurosis and the 
pentopeum The needle is now mtroduced near the margia 
abose the hiatus carefullj taimg a good traiis\erse bite of the 
entire wall The stitch is completed hi passmg the needle from 
within outward m the lower dap about 15 cm lateralward from 
the pomt at which it was begun A foi-t^ps is placed on this 
stitch and it wiU not be bed until all the others are m place 
Three such «uture« complettlj dose the opening I will now 
dose mj epigastric openmg bj oierlapping from aboie down 
ward as m the usual Majo method of dosure (Fig 131 e) 
This bnngs the two fiiaps together and their free borders will be 
appromnated bj a continuous catgut suture (fig I3f f) Lx 
order to obliterate the dead space and as a further reinforce 
meat I am putting m se^Teral siitworm tension sutures tabng 
jn the aponeurCKis Owmg to the posJbQit> of an mfeebon 
which might dissect a considerable distance m this fatty wall 
I shrill sip a dram of soft collapsible rubber tubing mto either 
end of the mcision The pabent has stood the rather tedious 
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operation very well and there has been no vomiting during the 
adjnmistration of the anesthetic 



Epigastnc hernias are rare Of 1000 consecutive henua 
operations performed in the Presbytenan Hospital but 9 were 
for epigastnc hernia This is the second epigastnc hernia which 
I have seen strangulated In the first case I made the diag 
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nosis before operaUou and later reported it In the JoamaJ of 
the American Medical Association (1916 p So) In that ease 
about 4 inches of small intestine had been strangulated for 
three daj’s. In looking up the literature at that time I found 
onlj about a down cases ‘'ince then Mackworth has reported 
2 cases ■vrhich he observed among the ^atl^•es m India- Mosch 
cowitz could onl) find 4 cases in the Lterature m which tnns 
\Tr=e colon was contained m the ^^ac. Epigastnc hernias, or 
hennas of the hnea alba abo’i'e the umbilicus almost in\'amhl3 
occur within the fiist S cm abo^•e the umblhcus. The majonty 
of them are not true hennas as ire are accustomed to think of 
a henna- That u thej arc merely a protrusion of propentoneal 
fat through a defect in the hnea alba without any pentoneal sac. 
Most of them deiTlop at the site of a small pwforatujg blood 
^•esseI and lareli are more than 2 cm m diameter Some of 
them are entirely alent but the majonty cause simptoms out 
of proportion to the pathology Nausea I'omitmg pain m the 
qngastnum and '^mptoms rcrembling those of an ulcer have 
frequently been dc^ribed These svmptoms hare been ascribed 
to portions of the «tomach or bowel becoming pinched m the 
sa^ but the estreme ranty of strangubtion and the fact that 
many of the cases hare no pentoneal sac at all makes this 
theory cntcnable. It la much more likeli that the pain is 
entirely reflex either from pentoneal imtation or from traction 
upon the falafoim ligament of the liver "Marked tenderness 
over the henna might be mentioned as a constant symptom 
This sign alone has been «ii£5aent to make a diagnosis m some 
cases. One or two cases hare been reported m which a fecal 
fistula devrioped without general pentomtis. It is possible 
that «^ch a state of affairs might hare developed here by a plas 
tic exudate wallmg the colon oS before the gangrenous area rup- 
tured 
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POSTOPERATIVE DIPHTHERIC INFECnON OF A 
hernia wound 

Summary Clinical history of patient, deracjnstration of diphtheria bacilli in 
wound and successful treatment by antitoxin 

I WISH to present here a complication suffiaently out of the 
ordinary to make it mteresting 

Etsiory— The patient js a mamed woman, age thirty- 
eight, no children, one miscarnage (at six weeks) about ten years 
ago Menstrual history negative Family history negative 
Past Htslory — A severe typhoid when twenty-one years of 
age, and most of her present trouble dates from that time When 
a child she had a left inguinal hernia, which was treated with 
a truss, and for many years has had no protrusion in that re- 
gion, but has been troubled with aching and occasional pains, 
espeaally after long walks, and often at mght is awakened by 
pains of a stretchmg nature m that region, and finds rehef by 
flexmg the left leg 

Present complamt dates back to previous typhoid. A grad- 
ually mcreasing “mdigestion,” with frequent nausea and occa 
sional vomitmg A great deal of distention at tunes, and 
alnays troubled watb ‘gas " Occasional attacks of coheky 
pains, not locahxed Patient described distress in stomach as 
being more a difficulty m the food gettmg out of the stomach 
than m being digested Nothing ehated to suggest ulcer Suf- 
fers conUnuallj mth "backache,” espeaally on arismg, usually 
in lower dorsal and in lumbar region, but sometmies at a higher 
or lower le\ el Usually subsides when patient is up and around 
for a while Obstinate constipation, tnlnng cathartics regu- 
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larly, and often necessary to aid them with enemas Freqaent 
headaches partly attributable to refracbve errors whidi have 
been corrected with glasses 

Physical examination negative as to head neck extremities 
and spine Appeared to be of a potentially neurotic tjpe 
Abdomen very shghtlj distended with stomach first portion of 
duodenum and colon quite tympamtic Shght tenderness m 
gall bladder region and over appendix- Pylorus not definitely 
palpable Left inguinal region tender but no bulgmg or pal 
pable sac Subcutaneous (external) rmg large Shght impulse 
on coughing Routine blood unne and blood pressure exam: 
nation negative Stomach contents negative Stomach dis- 
tress relieved greatly by prescription containing sodium bicar 
bonate bismuth and mix vomica 

X-Ray exa mina tion of gastro-mtestinal tract (plates and 
fluoroscope) as reported by our roentgenologist Mr Arthur E 
WflLs consisted of the following m bnef Partial pylonc ob- 
struction possibly spasmodic none of meal passing out for 
forty five nunutes Stomach hes entirely to left of midlme 
and pylorus m midlme Later a collection of bismuth in 
cecum hepatic flexure quite distended with gas Negative as 
to gall bladder x-Ray of spine made to eliminate any possi 
bOity of spondylitis especially of a posttyphoidal ty^ie as this 
condition is not so infrequent a complication as might be inferred 
from the literature and is often unrecognized It seemed im 
probable m this nt^ owing to the long penod that the com 
plaint covered the lack of physcal findings and the absence 
of disabflity at any time but the examination was made m 
order to overlook nothing and on account of the seventy of the 
subjective symptoms 

Everything seemed to point to pathology in the region of 
gallbladder p> loros duodenum and hepatic flexure prob- 
ably adhesions from a mild chronic cholecystitis and with an 
assoaated or pnmaiy chronic appeadtaUs As satisfactory 
rehef was not obtamed by medical measures operation was 
deaded upon The hernia and the appendix were to be the 
definite points of attack with thorough exploration of the upper 
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abdomen Tbs deasion was concurred m by Dr C F Sawyer, 
who saw the case m consultation 

Operaitm (February 4th) —A low nght rectus gall bladder 
TPi;nsi o n No adhesioBS encountered Stomach distended, and 
first portion of duodenum quite dilated Pylonc rmg small, 
but normal Stomach and duodenum had a somewhat con- 
giested appearance, but nothmg found to suggest old or new 
ulcerative process, or any localized pathology Gall-bladder 
moderately large, but compressible, color shghtly pale No 
gross evidence of anything necessitatmg surgical measures 
Ducts normal Duodenum was traced to jejunum, but nothmg 
found to account for dilatation of first portion No evidence of 
mechamcal constriction at pomt where duodenum is crossed by 
base of mesentery and superior mesenteric artery Colon ex- 
ammation negative Head of pancreas sbghtly large 

Incision was extended down through skm and fasaa, and a 
small bgh appendix mcision was made through rectus sheath, 
muscle, and peritoneum, leaving a connectmg bridge of sheath, 
muscle, and peritoneum between the upper and lower parts of 
the contmuous wound The appendix was found near the pelvic 
bnm, kinked sharply near its imddle, and bound down at that 
pomt by a firm adhesion Tip hard and bulbous Typical ap- 
pendiatis obhterans type Removed m usual way, and stump 
mverted Pelvic examination revealed a small, hard nodular 
uterus The left mgmnal region was then palpated from withm 
the abdomen No viscera adherent m that region, but ab- 
dominal (mternal) nng large, and admitted half or shghtly 
more of first phalanx of index finger mto a peritoneal protusion 
Abdominal masion closed, usmg the authors method of pre- 
hmmary mattress sutures m pentoneal layer, as descnbed m 
a previous number of the Surgical Chmcs (October, 1918) 

Left mgumal canal exposed through smaU mcision Shght 
adhesions ga\e e\'idence of the previous v. eating of a truss No 
sac could be isolated, but a broad fibrous band, adherent to pos 
tenor nail of canal, to edge of internal obhque muscle and to 
round bgoment, proied to be the obliterated remains of the 
fonncr sac This nas left undisturbed to avoid a needless 
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had been 98 to 104 after opening wound and applying heat it 
fell slightly and again after injection of antitoxin 

All sutures had been removed owing to reieience of pam to 
their locahty Daily imgations with Dakins solution and 
apphcation of Dichloramin T It was thought best not to 
apply antitoxic serum directly to wound on account of pos 
sibility of anaphylaxis as two doses of serum had been injected 
Later a sharply arcumscnbed area of about the size of a half 
dollar and about 4 cm distal to m ginnal hgament m line with 
antenor superior spme of ileum became slightly pamful and 
felt soft and fiuctuatmg to the touch Not as a purulent focus 
would feel but more as if there had been a non purulent hque 
faction of tissue m that area This was probed from the wound 
and a hght brownish hquid escaped Smears and cultures now 
showed complete absence of diphthena organisms and presence 
of a Gram negative cocco*baciilus No pus organisms 

Throat culture from patient showed variety of organisms 
with rarely a Gram positive clubbed form of baallus suggesting 
the involution type of Bacillus diphtherias (Type A) No viru 
lent type of diphtheria bacillus Blood count now 5280 Throat 
smears from attendants negative 

The wound appearance became darker by degrees from 
brown to almost black m areas and dry espeaally along skm 
edges Cutaneous margms showed a rat bitten appearance 
especially at superior and wiSeivor portions of masion Apon 
eurotic layer continues intact The early mdurahon was so 
marked that I at first thought there might be trouble beneath 
the aponeurosis especially as there was no fluctuation and when 
the wound was first opened we examined this layer carefully 
The induration has markedly subsided and there is a shghtly 
brownish discharge with a fecal odor No gas Bowel move 
ments contmue normal and painless Appetite better than it 
has been for years No gastric distress after meals and no 
bloating as previously 

This case is undoubtedly one of a true diphtheric wound 
u^ection The bactenologic findings were conoborated by 
Dr J J Moore of the Aational Pathological Laboratory The 

wu 3— 
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trauma Regiou dosed by Andrews imbncation method and 
With the Andrews sbtch Complete time of operation one hour 
and twenty five imnutes 

Early postoperativ e course normal Temperature 99° to 100® 
F reachmg normal on morning of February 6tli (eighteen hours 
after operation) A few hours later it began to nse to 99 2° F 
then 99 6° F and 100° F at 8 00 p m Next day about the 
same but fell then to 99 2° and 99 6° F following calomel and 
saUne The following day patient complamed to nurse of a 
hot feeling along the suture line m left inguinal region and a 
superficial pam The following mommg eiammation of that 
region showed a reddened and indurated appearance of the 
hernia wound but no suggestion of discharge or oozing from 
the suture Ime Looked hie a cellulitis of streptococac type 
Some sutures were remoi ed and edges separated Partial heal 
mg had occurred The skm and superfioal fascia were seen to 
be much thickened the edges of woimd irregular and covered 
with an adherant dirty gray membrane no hquefacUon I 
stated to the mtem at that time that this had the appearance 
of a typical diphthenc infection The patient on being ques 
tioned stated that she had ne^ er had diphtheria but that some 
years previously her family had been the only one to escape an 
epidemic of diphtheria m their aty She had wry frequently 
had se%ere sore throat 

A careful examination of the abdominal wound (to prevent 
contamination) showed a perfectly normal and healthy area 
with no suggestion of an inflamatoiy process Hot diessmgs 
were apphed to hernia region and temperature fell shghtly 
White count 16 400 Smears and culture were ordered and 
2000 units of antitoxin were given Bactenologic report from 
smears and culture showed a Gram positive diphtheria Kkc 
organism with highly metachiomatic granules As stated m 
this report If dmical findings warrant it I should not hesitate 
this Baollus diphtberue No pus obtained on taking 
smear 3000 more units of antitoxm were then given together 
with calaum lactate gr xv t i d Temperature normal to 99 2° 

F smee 'White count 11 600 Pulse 78 to 90 Early the pulse 
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SEVERE HEMATURIA—EXaSION OF MALIGNANT 
TUMOR OF BLADDER 

Summary Patient giving history of severe hematuria, persistence of hemor* 
rhage preventing preoperative cystoscopic diagnosis tumor of bladder 
excised with electrocantery knife followed by appbcations of radium to 
former site of tumor 

This patient entered the hospital five days ago giving the 
following history 

He IS fifty SIX years of age 
Previous operations Removal of chancre 
Previous cystoscopies Day before entrance 
Previous arrays None 
Previous illness Diseases of childhood 
Present complaint Hematuna, frequency of unnation, 
painful and burning urination 

Onset and course Present attack of blood m urine began 
fifteen days ago, and has persisted, patient states, continuously 
since Tlime is thick, bright red and contains at tunes many 
dots and small fibers Blood seems to be mixed unifonnly 
with unne rather than appearmg at beg innin g or end of unna 
tion Previous attack two years ago, lastmg thixty-six hours 
during which time bleeding was excessive 

There was pain, fairly severe m character, present over 
bladder region There has been an mcreased frequency of 
iHvnation lor several years, but more recently it b^ become 
marked Gets up two or three tunes at mght to urinate and 
frequently dunng the day There is an associated bunung and 
pam on urination^ which has been present nvote <m Vesa fot tSsieit 
jcars 
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appearance of the wound with membrane and the necnbc 
process, together with subsidence of sjTnptoms following anti 
toxin, and subsequent disappearance of diphtheria badHi from 
the wound, Jea%e no room for doubt 

These infections usuallj start as a cutaneous and subcata 
neous phlegmon, with considerable induration, and no fluctua 
bon or suppurabon imbj secondarily infected Trousseau con 
tended that diphtheria attacks the skin only when preceded by 
some tissue loss, no matter how slight All of the dqihthenc 
sequelae may complicate and must be guarded against by early 
recogmtion and exhibibon of anbtoaic serum 

An early roubne bactenologic examinabon should be made 
of all infected wounds, and when thqr are dressed gloves should 
be worn to prevent spread of infection, as well as to protect 
the attendant In these cases all dressmgs should be destrojed, 
and the case isolated 

An mteresbng feature of this case is that the larger abdominal 
masion has healed cxcepfaonall} well the sbtehes removed as 
usual on the tenth daj Did this infecbon occur m the operat 
ing room, or subsequently? Or could it be traced to the skin 
suture material (horsehair)? The discomfort as well as the 
startmg-^mt of infecbon seemed to be entirely cutaneous 
invesbgabon will be continued m order to ascertain the source 
of infecbon if possible An autovacone will be used to sup- 
plement the anbtoxim W e anbapate slow healing and an u^y 
scar 
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SEVERE HEMATURIA— EXaSION OF MALIGNANT 
TUMOR OF BLADDER 

Sutnmary Patient giving histoty of severe hematuria persistence of hemor- 
rhage preventing preoperative cystoscopic diagnosis tumor of bladder 
excised with electrocautery knife followed by applications of radium to 
former site of tumor 

This patient entered the hospital five days ago giving the 
foUotraig history 

He is fifty SIX years of age 
Previous operations Removal of chancre 
Previous cystoscopies Day before entrance 
Previous x rays None 
Previous illness Diseases of childhood 
Present complaint Hematuria, frequency of urination, 
painful and burning urmation 

Onset and course Present attack of blood m unne began 
fifteen days ago, and has persisted, patient states, coatmuously 
since Unne is thick, bnght red and contains at tunes many 
dots and small fibers Blood seems to be mixed tmifonnly 
with unne rather than appearing at beginnmg or end of unna- 
tion Previous attack two years ago, lastmg thirty-six hours, 
durmg which tune bleeding was excessive 

There was pain, fairly severe m character present over 
bladder region There has been an increased frequency of 
unnabon for se^eral years, but more recently it has become 
marked Gets up two or three tunes at mght to urmate and 
frequently durmg the day There is an associated burmng and 
pain on unnabon, which has been present more or less for three 
>ears 
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Appebte 13 good bo loss xa iretght Bowds znoi-e regolarij 
sleeps well Is negati\e to headache failing vision 

fever dj’spaea abdominal distress etc. 

Venereal history Orchitis cause unLnown Sore on perns 
which was remov'ed 5urgtcall> \\assennann test negative 

Phj'sical examination Patient li a well notmshed adult 
white male fifty -six v ears old Color is pale but states he feds 
fine 

Scalp Negative 

Eyes Pupns react to light and acxommodation and are 
equaL 

Teeth Plate abov^e and many crowns and fiDings below 
Pyorrhea 2 plus 

Tonsils Negativ c 

Chest Expansion is good Lung borders are normal no 
r^es Apex beat mside the mammary Ime Heart tones dis 
tinct. Shght hemic murmur Rhythm regular 

Ijver «pleen and kidney not palpable Some tenderness 
over bladder region 

Patellar reflexes present No edema of feet or ankles 

Rectal examination rev eals left seminal veside enlarged and 
tender 

1 am going to open this man s bladder today because he is 
bleeding so rapidly that we have not been able to determine 
cystoscopically the nature of the intrav esical pathology and he 
has reached a point where it wilj be unsafe to delay further 
operative interference 

Bleeding from the unnary tract will usually quiet down when 
the patient is placed at absolute rest in bed with a liberal ad 
ministration of moTphm and possibly the addition of horse- 
serum TMienever given a case of hematuru which can be 
carefully watched as to pulse-rate and blood findings it is well 
to follow it until one can determine the location and cause of 
the hemorrhage Today this man s pulse is r unn i n g about 130 
His hemoglobm is between 3o and 40 per cent His red count 
IS 2000 000 In other words he has reached the limit kou 
will note from his history that he was bleeding for fifteen days 
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before he entered the hospital, and during his five days here 
we ha\e not succeeded in controlling the hemorrhage sufficiently 
to make an efficient cystoscopic diagnosis 



Fig 132 — bvision of papilloma of bladder with electrocautery knife 
a Grasping pedicle of tumor with forceps and excising with electrocauterj 
knife ft elect rc«.autcr\ knife e, application of radium to former site of 
tumor 

1 im now going to make the usual incision through the ab- 
dominal wall, making the incision into the bladder sufficientlv 
largt to obtain good in'pcction of the interior You will note 
that thi bladder is filled with blood-clots which I will now turn 
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out I can sot a tumor about the size of an Engli&h walnut 
which IS attached b\ a broad base to the posterior wall of the 
bladder just internal to the nght ureteral onfioe I mil care 
fuU\ gra p the pedicle (Pig 132, a) and wath this electrocauterj 
knife (Fig 132, h) I will eiose the tumor close to its nsertion 
to the bladder nail I will non thoroughlj cauterize the ba-e 
There are no other tumors to be found, and as the bleeding has 
entireh ceased I mil insert this drainage tube and dose m the 
U'Ual wa> 

I do not wash to take the time todat to discuss the patholog) 
of bladder tumors but merelj wi^h to state that I take about 
the following course m handimg these cases All tumors that 
appear to be clinicalli bcmgn are remo%ed b\ fulguration 
Tumors which are su picioush mahgnant or pro\e to be so 
and located in accessible parts of the bladder I excise with the 
bladder wall Alalignant tumors located m macccssible parts 
of the bladder are either remo\ ed b\ fulguration or the electro- 
cauterx knife and such rcmox-al is followed bx the application 
of radium to the area from which the tumor is remoxed In 
Using radium in the treatment of these tumors I bebexe it i» 
e^ntial that it be appbed directlx to the tumor area (Fig 132 r) 
This Is not eaiilx accompb hed b> introducing it through a 
suprapubic wound because of the diflicultx of keepmg the ra 
dium m place but can be w ell earned out m most instances bj 
mtroducmg it through the urethra the radium being placed in 
the beak of a sound In this wax it can be fixed 

I^ter Course — This patient is one from which we remoxed 
a bladder tumor some weeks ago ‘actions showed it to be a 
papiUarx caremomn \3e xnll noxx mtroduce a cxstoscope 
through this small suprapubic wound I can see just to the 
left of the nght ureteral onhee a miall area about the «ize of 
3 jO^nt piece This appears as an area denuded of mucous 
membrane I will insert this sound through the urethra into 
the bladder and bx turmng the handle of it to the nght I 
bring the part contauimg the radium m contact with the area 
from which the tumor was remoxed We will reintroduce the 
cjsto'cope bter to determine whether the sound is still m the 
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correct position There are SO mg of radium in this sound and 
we will give him about a twelve hour exposure 

After-history — Three months after operation the bladder 
Wound IS dosed Cystoscopic examination reveals just a sbght 
reddenmg at the former site of the tumor The area appears 
to be covered with healthy mucosa 

Pathologist’s Report — Microscopically the tissue is composed 
of irregularly arranged villous processes The width of a villous 
process vanes from 10 to 20 cells These cells are irregularly 
arranged are of vanous widths, and contam mitotic figures 
Microscopic diagnosis, papiUary carcmoma 
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out I can see a tumor ibout the ‘^i^e of an FngiKli T»alnut 
which i!> attached b^ a broad base to the posfenor wall of the 
bladder just internal to the right ureteral onfice I will care 
full\ grasp the pedicle (Fig 132 a) and with this electrocautei) 
knife (Fig 132, h) I will excise the tumor close to its nsertion 
to the bladder wall I will now thoroughl> cauterize the base 
There are no other tumors to be found and as the bleeding has 
entirely ceased I will insert this drainage tube and dose m the 
usual wa} 

I do not WTsh to take the time todax to discuss the pathologj 
of bladder tumors but mereh wish to state that I take about 
the following course in handhng these cases All tumors that 
appear to be clmicalli benign are remoxed bj fulguration 
Tumors which are suspicioush mahgnant or proxe to be so 
and located m accessible parts of the bladder I excise with the 
bladder wall ^lahgnant tumors located m maccesable parts 
of the bladder are either remox ed bj fulguration or the clectro- 
cauterj knife and such remoxal is followed b\ the application 
of radium to the area from which the tumor is remoxed In 
using radium m the treatment of these tumors I bdiexe it is 
essential that it be applied directlx to the tumor area (Fig 13’ c) 
This IS not easilj accompbshed bx mtroducmg it through a 
suprapubic wound because of the difficultx of keepmg the ra 
dium in place but can be well earned out m most instances b> 
mtroducmg it through the urethra the tadimn bemg placed in 
the beak of a sound In this wax it can be fixed 

Later Course — This patient is one from which we remoxed 
a bladder tumor "anne weeks ago Sections showed it to be a 
papdlarx caremoma AAe xxill now introduce a cjsto cope 
through this email suprapubic wound I can see ju.t to the 
left of the nght ureteral onfice a small area about the size of 
a 10-cent piece This appears as an area denuded of mucous 
membrane I xnll insert this sound through the urethra mto 
the bladder and bj turning the handle of it to the nght I 
bnng the part containing the radium m contact with the area 
fronT which the tumor was remoxed will remtroduce the 

exstoscope later to detennme whether the sound is still m the 



PROSTATECTOMY FOR HYPERTROPHY OF THE 
PROSTATE GLAND 

Summary Importance of pre-operat ve study in select on of the cand date 
for prostatectomy use of blood chemistry in making such a select on 
value of the two-stage procedure n some cases 

The next case I wish to present this morning is that of a 
man fifty nme years old whose chief complaint is frequent and 
imperative urination 

His history is negative as to previous illness operations 
cystoscopies and a; rays 

Patient states that for the past three or four years he has 
gotten up five to seven times every mght to unnate and dur 
mg the day urinations occur more often There has been a 
steady progression m the frequency The amount of unne 
passed at one tune is small but there is often great difficulty 
encountered m startmg the stream However once the urme 
has started the flow goes on without mterruption He thinks 
the size of the stream is smaller perhaps than formerly There 
IS no pam before during or immediately after urination and 
also there is no associated bummg or discomfort The urme is 
free from macroscopic blood or pus so far as he knows 

He states that he is quite constipated by which he means 
the bowels move irregularly if not influenced by a cathartic 
Negative to headache dizzmess tinni tus palpitation of the 
heart sore throat abdominal distress etc Appetite is good 
Shght if any loss m weight sleeps well alcohohcs none 

Venereal history Gonorrheal infection at fifteen years 
Never had a lesion on penis 

Mantal history Mamed thirty five years Two children 
dead both from pentomtis following appendiatis 

Physcal examination is negative Pupils are equal and 
react to hght and accommodation Liver is palpable just above 
costal margin and is not tender Spleen kidneys and colon 
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the aedian hue about 3 inches m length, going through the skin 
and superficial fascia Separating the rech, we come down to the 
prevesical fat With the finger covered with a gauze sponge 
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are not palpable Iso niasses no glandular calaigemieaW. 
Patellar redezes lively £zterna] genitalia negabve 

Rectal examination shows a moderately enlarged prostate 
left side of which is larger than nghL The surface of the tumor 
IS smooth 

QUANTITATIVE ANALYSIS OF URINE 

Vi)L«f SpddSc Saftr 

€* c cn^Kt^ cnsft. lU»ctiw, &rta^ Albdsi^ 

irtday 1500 1^30 966 alkaline 0 3 nun. 

2d flair 1200 IO30 99 1 " 03 nun. 

3d day tooo IO30 99 9 03 mm. 

First kidney function test Phenolsulphonephthalem intra 
venously Time of appearance eleven minutes. First half 
hour, 20 per cent, second half hour JS per ceoL 

Second kidney function test Tune of appearance five mm 
utes First half hour, 45 per cent second half hour IS per 
cenL 

Bladder urine 40 cells 

Cultures of urine from bladder Growth staphjlococcus 
His blood pressure vanes between 190 and 210 Residual 
unne averages about 11 ounces 

Examination of blood showed blood urea 295 mg per liter 
of whole blood 

Considering the hi^ blood pressure patient cannot 
be called a first-class nsk In selecUng a candidate for pros- 
tatectomy we must give special considerauon to the kidney 
function because we know that many prostatics die because of 
unpaired kidney funcbon. Lately we have been supplementmg 
our di e-tests for kidney function with an inveshgation of the 
chemistry of the blood By doing this I feel that we have a 
fair index of the work being done by the ladnej-s You will 
note that this man has a fair output of dj e and although his 
urea mtiogea i* abov e normal it can still be conadered within 
safe lunits With these findi n gs in mind I have deaded to 
T pafcp a two-sUge prostatectomy 

The bladder has been ungated and about I2 ounces of 
sterile water have been left m it I wfll mate an masion m 
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reinsert the drainage tube ■which will remain m place about 
forty eight hours 

After history — ^This patient developed a temperature about 
the tenth day after the enucleation which however passed 
off in the course of a few days and was probably caused by a 
colon pyehtis The bladder wound is now closed and his urm 
aiy function is gradually approaching normal 

Pathologist’s Report — ^Microscopic section showed a mass 
of greatly enlarged and dilated tubulo alveolar glands with a 
great deal of intratubular smooth musde tissue No signs of 
mahgnancy were found Diagnosis Bemgn adenoma of the 
prostate 
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rounding the internal urethral orifice, which is smooth andi» 
evident!} a hcmgn adenoma of the prostate ghnd hio stones 
arc to be found m the bladder I wiH now introduce into the 
bladder this tube (Fig 133, a), which is called the Freycr dram 
age-tube. This la so placed that the end does not touch the 
posterior wall of the bladder The stitch I am about to insert 
will prevent an} leaiage around the outside of the tube, be- 
cause It files the antenor wall of the bladder to the abdominal 
wall, which L the all important factor in preventing leakage 
around a bladder drainage-tube Thii stitch, which la sflkwonn 
gut, is inserted through all U} ers of the abdominal wall indnd 
mg the upper angle of the laasian into the bladder wafl. Ion 
will note that it serv'es two purposes It doses the inctaon m 
the bladder wall snugl} about the tube and fixes the antenor 
wall of the bladder to the abdominal walk I will dose the 
incision in the usual wa} and attach to this gH't- tube a rubber 
tube which will cany the drainage from the bladder into a bottle 
which n> attached at the side of the bed. In using this method 
we are able to keep our bladder cases jUst as <lr> as anj dosed 
faparotom} (Tig 133, 6) In the course of the next week or 
two thu; man wiD have a reaction caused by the relief from the 
back pressure of urme to his kidne}-s and when he has faDy 
recovered from this we will eaudeate the prostate gland. 

Two Weeks Later — ^Thia is the patient whose bladder we 
drained two weeks ago The relief from the retention of unne 
was followed by quite a se^•ere reaction which occurred on the 
fifth day, and from which he has now completel} reco^'ered 
You win note that the inosion is healed with the exception 
of tbig gmflll opening which has been kept open b} the dram 
age-tube 

I win enlarge this opening b} making a small transverse 
inasion on either side down to the fascia. AI} assistant i> now 
paslziag up the prostate by inserting his finger into the rectum 
I will insert m> middle and index finger into the bladder, and, 
breaking through the mucous membrane just within the pros- 
t 3 t 2 C urethra. I will pare out the bjperfroplued part of this 
You will note there u practical]} no bleeding, so we will 



EXTENSIVE STRICTURE OF THE URETHRA 

Summary Cutt ng operation required m but small percentage of strictures 
difficulties encountered in external urethrotomy w thout a gu de ure 
thral implantation rarely successful extensive operat on followed by 
good urinary function 

This patient s history is as tollow s 

He IS fiftv seven years old He comes in because of difficulty 
in urination accompanied by frequency and burning 

Onset and course Beginning about one \ear ago and pro 
gressing since patient states that he has had difficulty with 
unnation until at present it is practically impossible for him 
to pass his urine The stream which is \ ery small is started 
with great difficulty and only after a great deal of strainmg 
After straining stream suddenl\ stops and more straining is 
required to start it Aloreover he feels that he never fully 
empties the bladder and therefore experiences frequency e\ery 
two hours at night and oftener during the day Burning but 
no severe pain is present Chills and fever have occurred 
since onset at first once a month and lately every two weeks 
not accompanied by headache 

\ enereal Gonorrhea thirty y ears ago 
Marital Married thirty seven years (twice) Four children 
living and well by first wife one miscarriage One child by 
second wife living and well 

Family history Father is living and well Mother died at 
seventy one senility Two brothers and two sisters bving and 
Well 

Phvsical examination Patient is an adult white male 
fifty seven years old who is well nounshed 

Ey es PupiK arc equal and react to light and accommodation 
Teeth Man\ crowns apparenth in poor condition 
No«c Sinus infection one v ear ago 
Tonsils Negative 
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Chest Expansion is good and equal on both sides, no dul- 
ness, no riles Apex beat inside mammary Ime Rhythm 
regular, pulse-rate normal no murmurs 

Liver and spleen not palpable No tenderness, no masses 
Bladder is shghtly distended 

Urme Quantity, 1400 c c , speafic gravity, 1020, appearance, 
cloudy, reaction, alkahne, albumin, nudeo trace, serum, 2 5, 
no sugar or casts, many leukocytes, total solids 34 9 grams 
Blood Red cells, 4 500 000 leukocytes 6000, hemoglobm, 
90 per cent 

Blood pressure Systolic 110 and diastohc 60 
Patellar reflexes are present, no edema 
External gemtaha Right epididymis is nodular, firm, and 
tender Patient states this is due to a trauma several years ago 
Rectal examination Prostate is enlarged, smooth, and 
regular Seminal vesides palpable 

The introduction of a small size Acorn sound (French No 12) 
meets an obstruction m the anterior extremity of the bulbous 
urethra Numerous attempts mth a Banks bougie and fib 
form bougies fail to pass the obstruction Each one of these 
mstrumentations had been followed by chdl temperature and 
more or less toxemia The last attempt was made two days ago 
and was followed by some swellmg m the penneum and m the 
nght side of the scrotum evidently due to the slow leakage of 
urine mto the tissues For this reason I ha\e decided to operate 
on this patient today 

There are only two types of stnctuie cases which require 
cutting operations, namely, the impassable stricture, of which 
this is a type, and those which are dense and fibrous and resist 
dilatation 1 will make an external urethrotomy without a 
guide, which changes the operation from one of the most simple 
in surgery to a rather difficult procedure 

1 will first mtroduce this grooved staff mto the urethra down 
to the distal extremity of the stnctuie, which is m the antenor 

Fig 134 Median penneal mason exposing urethra contammg 
pooved Stan h Innptudmal masion on grooved staff opening urethra 
t vmsuccessful attempt to pass filiform bougie through stnctured area 
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Chest Expansion is good and equal on both sides, no dul- 
ness, no riles Apex-beat mside mammary Ime Rhythm 
regular, pulse-rate normal, no munnurs 

Liver and spleen not palpable No tenderness, no masses 
Bladder is shghtly distended 

Urme Quantity, 1400 c c , specific gravity, 1020, appearance, 
cloudy, reaction, alkahne, albumm, nudeo trace, serum, 2 5, 
no sugar or casts, many leukocytes, total solids, 34 9 grams 
Blood Red cells, 4,500000, leukocytes, 6000, hemoglobm, 
90 per cent 

Blood pressure Systolic 110 and diastohc 60 
Patellar reflexes are present, no edema 
External gemtalia Right epididymis is nodular, firm, and 
tender Patient states this is due to a trauma several years ago 
Rectal examination Prostate is enlarged, smooth, and 
regular Semmal vesicles palpable 

The mtroduction of a small size Acorn sound (French No 12) 
meets an obstruction m the anterior extremity of the bulbous 
urethra Numerous attempts with a Banks bougie and fih- 
form bougies fail to pass the obstruction Each one of these 
instrumentations has been followed by dull, temperature and 
more or less toxemia The last attempt was made two days ago 
and was followed by some swellmg m the permeum and m the 
tight side of the scrotum, evidently due to the slow leakage of 
unne mto the tissues For this reason I ha\e decided to operate 
on this patient today 

There are only two types of stricture cases which require 
cuttmg operations, namely, the impassable stncture, of which 
this IS a type, and those which are dense and fibrous and resist 
dilatation I will make an external urethrotomy without a 
guide, which changes the operation from one of the most simple 
m surgery to a rather difficult procedure 

I will first mtroduce this grooved staff mto the urethra down 
to the distal extremity of the stncture, which is m the antenor 

Fig 134—0 Nledian penneal incision exposing urethra containing 
grooved staff b, longitudinal incision 00 grooved staff, opening urethra 
( uniucoessfuJ attempt to pass 6]ilorm bougie through stnctured area. 
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part of the bulbous urethra Jly inasion is now made m the 
median line in the perineum (Fig 134, d), mtrodncing the pomt 
of the knife into the grooi'e of the staff and opening the urethra 
I on anterior to its eitrenut) (Fig 134, J) By now taming 
the staff around I will hook up with the end of it the anterior 
angle of the inosion into the urethra, and bj means of these 
two small hook-shaped retractors inserted into either side of the 
urethral inoinon I am able to eipiose the intenor of the urethra, 
I will now try to pass this filiform bougie through the stncture 
(Fig 134, c) lou will note that I cannot find any lumen here, 
so I will proceed to make a complete permea] <!ecbon and erpose 
the entire urethra back to the tip of the prostate 

Enlarging this skm inasion to either side bnngs the central 
tendon of the penneum into «ew I will cut this close to the 
urethra, and, bj means of a careful dissection will cut the recto- 
urethralis musde, which 3 ou will note allows the rectum to drop 
back and exposes the tip of the prostate I wfll now see if I can 
find any bulging of the urethra behind the proximal extremity 
of the stncture If so, I will open the urethra here and at 
tempt to pass a filiform retrograde through, the stncture I 
regret to saj that I cannot see anj buigmg, but can feel thi^ 
fibrous band which is the stnetured urethra extending mto the 
tip of the prostate Not being able to find the lumen of the 
urethra here, I will rapidlj make a suprapubic ej'stotom} 
B 3 the aid of m 3 two fingers m the bladder I now introduce this 
sound m a retrograde maimer mto the prostabc urethra until 
It reaches the proximal end of the stncture Now, retracting 
well the opening m the penneum I see the tip of the sound at 
the anteror extreimt 3 of the prostabc urethra, so I will open 
the urethra at this point "Vou will note that we now have an 
openmg in the urethra at the distal end of the stncture, which 
IS in the bulbous urethra, and another at its proximal extreniit 3 , 
which is at the bp of the prostate I will now make a Jongi 
tudinal mosion between these two pomts (Fig 13o, d), which is 
pracbcall 3 the obhterated urethra I will introduce a catheter 
at the meatus of the urethra, passing it along mto the prostabc 
nrethra and well mto the bladder, and 30U win note that this 
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catheter (Fig 135, e) fits mto the groove made by the incised 
fibrous urethra We will now close the wound m the perineum, 
putting m a small cigarette dram I will close the suprapubic 
opemng in the usual way, leaving a small tube in the bladder 
for drainage I will allow this catheter to remam in place for 
about a week or ten days giving sufficient time for the tissues 



Fig 133 — d Incision being made along strictured part of urethra un ting 
opened extremities of str ctured urethra e introduction of catheter into 
bladder Fxposed portion sho-wing extent of incised stneture 

to dost m well about it and practicallj form a new urethra 
I believe the mucous membrane eventuallv edges its wav into 
this stnetured art a 

I have compkitlv abandoned the use of implants m these 
cases of txunsivt-'tncturc because inmj ow n limited experience 
I havt luvtr ha<l anv success, v,nh them Just how the repair 
in till urethra gews on after an extensive operation of this 



46S 


ROBERT n HERB''! 


iind I am not m a po-ition to «tate, but the functional rC'Ult 
u ual]\ all that one can ctpect Eio-ion and anastomosis m 
a <:tncture as e^cnsue as this could not be earned out 

A w ceL after this catheter is renio\ ed I ivill introduce a siund 
at MceU^ mtenaL for a month This should follow all cutting 
operations for «tncture, it bemg the onli means we have of 
pre^ entm*^ recurrence 

After'history — ou will note that both the «uprapubic and 
penneal wounds are clo^ and I can pa^s this large -sound 
without an% difficult\ into the bladder The unnarv function 
now Is about normal 
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Simmary Difficulty o( determining mode of invasion of kidney pelves 

treatment by pelvic lavage demonstration of method 

The next case I wish to present belongs to a class which is 
rather commonly iomid m niologic practice 

The patient is a marned woman aged thirty She states 
that she had very good health until one year ago m September, 
when she had a threatened abortion at five months At that 
tune pregnancy was terminated m the hospital and a very good 
recovery was made In September of this j ear she contracted 
a cold while menstmatmg Two or three days later she nobced 
blood m the urme m two or three specimens The blood ap- 
parently did not come from the vagina There was also fre- 
quency and bummg on unnabon No further symptoms were 
experienced for one week At that tune at 9 A M , just after 
gettmg up, she was seized with severe pam m the region of the 
navel, which was severe enough to double her up This con 
tmued for two hours the pam radiating to the back on both 
sides, which left tenderness in the abdomen and in the sides 
in the region of the flanks Followmg this she had chills and 
fever for two weeks After this the temperature disappeared 
and she got up In three days the temperature returned and 
has been present three to four days out of each week smce 
There has been very little pam except in the right side, wlncli 
becomes tender when she has a temperature At about ten 
years of age she had severe pam m the nght side lastmg three 
to four hours Another attack ten years ago lasted five to six 
hours Since then she has had similar attacks about twice a 
year Had one on sbeet car, accompanied by cold sweats, 
vonutmg, nausea, and severe pam All these attacks were similar 
to this last attack She thinks she has had no temperature 
with them 

Physical exammabon Pabent is an adult white woman, 
undemounsbed and pale 
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land I am not in a po«iiion to <tatc but the functional rc'ult l> 
iLuaII\ all that one can cipcct EaoLJon and ana-tomo'-» in 
a «tncture a» c\ten-ne as this could not be earned out 

A week after this catheter is ^cmo^ ed I vtU latroduoe a <ound 
at wceklv mten als for a month. This should follow all cutuns 
operations for «lnctiire, it bem? the onl\ means we bait of 
preventing recurrence 

After histoiy — \ ou will note that both the suprapub c and 
permeal wounds are dched and I can pa.s this large <o.a:d 
without am eiiifi rvlu into the bladder The unnan /inction 
now Is about no rmal 



this woman Las suffered from a cobtis for a long time These 
cases are often protracted and difficult to dear up completely 
and permanently I am going to practice a method of treatment 
here which we use m many cases of this type 

I will now mtroduce this double cathetenzmg cystoscope and 
allow the urme to dram out, and then thoroughly wash the 
bladder with warm sterile water You will note that the re 
turn water is dear, so we will fill the bladder Looking mto the 
cystoscope I note that the bladder wall is hyperemic through 
out otherwise nothing abnormal is to be seen I will pass one 
of these catheters up each ureter mto the kidney pelvis and al 
low them to dram for a short time By means of this syrmge 
and needle I will inject mto each kidney pelvis some warm bone 
aad solution and allow this to dram out m other words wash 
ing out the kidney pelves We will then mject a 2 pet cent 
solubon of silver mtrate fillin g the kidney pelves We will 
draw out the catheters and remove the cystoscope from the 
bladder This method of treatment can be repeated every four 
or five days The pabent will also be mstructed to dnnk 
large quantities of water and will be given ^ dram of urotropm 
and acid sodium phosphate four times a day We do not con 
sidet these patients cured until we obtam urme from each 
kidney which is shown to be sterile by cultures Not infre- 
quently we find these patients during an attack of colon pyelitis 
uin a very high temperature accompanied by a severe degree of 
toxemia These attacks are often cut short by the mtroduction 
of ureteral catheters which are allowed to remam for a number 
of hours for the purpose of dramage 
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Pupils are equal and react to light and accommodation. 
Teeth are in good cOJjdiUon and tonsfla are nepbve 

Chest Heart borders are notmaL Rh^'lLm t. regular and 
no increase in rate, no mmmuis Lung borders noimaL Chest 
expansion good, no dulness, no rSJes 

Li% er and spleen not palpable Right rectus muscle seems 
distinct]} more resistant to pressure than the left Right lid 
ne> IS palpable and somewhat tender, no lurther masses felt 

Patellar reflexes present I^o edema of feet or ankles 

Phj'sical examination Uterus is letioverted and cervix 
long, bodj of uterus not palpable 

Unnal^-sis Total quantity, 4000 c c., appearance, dear, 
cofor, > ellow, spjeofic gravity, lOOS, reaction, alkalmc, no aibu 
mm, leukoc^des present. 

»-Ra> of imnai} tract negativ e 

Cj'stoscopic examination Bladder wall is slightly mjected 
and red, mfld cystitis Ureteral onfices appear normal Small 
white pus plug(?) seen in front of left ureteral onfice Right 
kidnev secretes about twice as fast as left 

Cultures Bladder, pus cells, 3200 Bacillus coin Right 
kidney, pus cdL, 200, Badllus coh, left kidney, pus cells, 600 
BacQfus coh. 

From this history and these findings a diagnosis of bilateral 
infection of both Lidnej peh*es and bladder by the colon badiJus 
is self-evident. This infecbon of the unnaiy tract in women 
IS extremely common However, m most cases it is not always 
easy to determine the ongm of the mfectioiL Authorities dd 
fer in their behefs as to the routes by which this organism gains 
access to the unnary tract. Along these hnes the following 
theories havis been advanced 

J That the Colon bacillus trav els by way of the lymphatics 
from the colon to the kidney 

2 That the infection travels by way of the blood-stream 
from a distant focus 

3 That it ascends either by way of the unnaiy tract or by 
way of the lymphatics along the ureter 

In this case the ongm is apparently quite clear because 
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this woman has suffered from a cohtis for a long time These 
cases are often protracted and difficult to clear up completely 
and permanently I am gomg to practice a method of treatment 
here which we use m many cases of this type 

I will now introduce this double cathetenzmg cystoscope and 
allow the urme to dram out and then thoroughly wash the 
bladder with wann sterile water You will note that the re 
turn water is clear so we will fill the bladder Lookmg mto the 
cystoscope I note that the bladder wall is hyperetmc through 
out otherwise nothing abnormal is to be seen I will pass one 
of these catheters up eadi ureter mto the kidney pelvis and al 
low them to dram for a short time By means of this syrmge 
and needle I will inject mto each kidney pelvis some warm bone 
aad solution and allow this to dram out in other words wash 
ing out the kidney pelves We will then mject a 2 per cent 
solution of silver nitrate filling the kidney pelves We will 
draw out the catheters and remove the cystoscope from the 
bladder This method of treatment can be repeated every four 
or five days The patient will also be instructed to dnnk 
large quantities of water and will be given J dram of uiotropm 
and and sodium phosphate four times a day We do not con 
sider these patients cured until we obtam urine from each 
kidney which is shown to be sterile by cultures Not Infre 
quently we find these patients duimg an attack of colon pyelitis 
run a very high temperature accompanied by a severe depee of 
toxemia These attacks are often cut short by the mtroduction 
of ureteral catheters which ate allowed to remam for a number 
of hours for the purpose of drainage 




VASOTOMY m A CASE OF PERSISTENT SEMINAL 
VESICULITIS 


Stmmaty A Urge percentage of gonorrheal infections of the male urethra 
ultimately involve the seminal vesicles infection m these vesicles is 
frequently the cause of the persistence of the infection importance of 
directing attention to these organs m cases which do not respond to the 
older methods of treatment the determination of cure 

The history of this patient is as follows 
He IS twenty-seven years old Has had gonorrheal infec- 
bon twice 

Present complaint Swelling and tenderness of nght testicle 
Onset and course Six years ago, patient states, he had a 
Neissenan infecbon lastmg six weeks, during which time he had 
beabnent Infection cleared up without any involvement of 
the epididymes There was no morning drop following Three 
years ago he had a second infecbon, also lasting six to seven 
weeks, associated with no testicular swellmg At the end of 
that time the discharge did not entirely disappear, leavmg a 
morning drop This mommg drop has persisted practically to 
<iate At tunes it is present for a week or more and then dis 
appears for five or six weeks Prostabc massage and sounding 
has been, done at mtervals suice About one month, after dis 
appearance of discharge (three years ago) pabent states that 
nght epidid3miis became swollen following massage of prostate 
and passage of a sound, which lasted for one week, tte nght 
tesbde being swollen to a size approximabng a clenched fist 
and accompamed by a temperature of 102° F Discharge ab- 
sent dmmg acute affair but appeared immediately thereafter 
Sue of sbeam is as large as ever , no difficulty m starting Pabent 
states that iollowmg excesses, no matter how mild, discharge 
IS inacased Two weeks ago pabent nobced swclhng m the 
nght spermabc cord, and on the following day a swelling m nght 
epididymis He can attnbute it to no excesses of any Vm d 
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Swelling has persisted to date Epididymis is about one half 
larger than left 

Family Father died at fifty two of paralysis Mother and 
three sisters hvmg and well 

Physical examination Pupils equal and react to fight and 
accommodation 

Teeth Several fillings, apparently m good condition 

Tonsils Slight hypertrophy 

Chest Expansion good, lung borders normal, no dulness, 
no tales Apex beat is inside mammary bne rhythm regular, 
no murmurs 

Abdomen Negative 

Gemtaha Fight testicle is swollen to tmce the size of the 
left Epididymis seems to constitute majority of swelling 
Palpation m the rectum reveals a prostate but shghtly enlarged 
However, both seminal vesicles are extremely large and hard, 
the right bemg the larger 

On admission to the hospital a week ago the patient was 
placed m bed and the scrotum elevated by a shng and covered 
with a compress moistened with a saturated solution of magnesium 
sulphate The swelfing m the epididymis has rapidly reduced 
in size and the pam and tenderness have entirely disappeared 

It is evident from the history and exammation of this case 
that this patient has had an infection gomg on m the lower 
extremity of his gemtal tract (semmal vesicles) for the last 
three years Also this like so many other cases of the same kmd, 
IS secondary to a gonorrheal infection of the urethra and has 
been the cause of the persistent urethral discharge It is also 
dear that excesses and mampulabons, such as stripping and 
soundmg have a tendency to produce an extension of the m 
fection from the seminal vesides along the vas and epididymis 
I am, therefore, satisfied that the only way to dean up this m 
fection permanently is to direct our attention to the semmal 
\esides This we will do by makmg a bilateral vasotomy this 
morning 

Fjg 136— Vasotomy a Injection about cord at earternal nng J infiltration 
of anterolateral wall of scrotum 
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I now pick up the cord and inject about it where it comes 
out of the external nng (Fig 136 a), a few cubic centuneters 
of i per cent soluhon of apothesine I will now infiltrate the 
skin of the anterolateral wall of the scrotum (Fig 136 6), be 
ginning at the upper pole of the epididjnrus and extendmg up to 
the external nng I make an masion along this Ime about 
inches m length through the dartos exposmg the cord Isolat 
mg the vas from the rest of the cord I pick it up with these 
two forceps I now dissect away the sheaths (Fig 137 c), ex. 
posmg the vas proper (Fig 137 d) and make a small longitudmal 
masion into its lumen (Fig 137 e) This mcision is not more 
than i cm in length I will mtroduce this strand of silkworm 
gut mto the lumen of the vas (Fig 137 J) passmg it up to the 
vesicle m this way testing its patency Withdrawing the 
silkworm gut I will now introduce the pomt of this synnge 
(Fig 138 h) mto the vas and mject mto it a 3 per cent solution of 
collargol fiUmg the vesicle (Fig 138, g) You will note that I 
readily pour 25 cc of this solution mto the vesicle, which 
evidently more than fills it the overflow passmg into the pos 
tenor urethra and bladder In other words I practically irri 
gate the genital tract It is well to keep the vas out of the 
scrotum for a few mmutes, otherwise a small quantity of the 
collargol may return down the vas, producing a painful swelling 
which can be avoided by spongmg off the collargol as it appears 
The vas is now dropped back and the sheath closed by one 
catgut suture and the skm mcision sutured m the usual way 
(Fig 138 t) I will repeat tins performance on the other side 
Some of this solution remains m the vesicle from a week, or two 
to a month or more Recently I had a patient report to me 
that he had a black seminal emission fifty nine days after a 
single injection with collargol A dressmg is now placed on 
either side of the scrotum which is supported by a Sevan 
tnangular shng 

After history —This patient s wounds are now healed and 

Fig 137 — < DtssectKiQ of sheaths from vas d exposed vas pcked up 
»rth forceps e minute masion into vas / passage of silfcworm-gut alone 
lumen vas testing its patency 
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he will be subjected to the usual tests to determine that the m 
fection m the vesicles has terminated This is accomphshed by 
examining several expressed smears both with and without 
silver nitrate provocation and examination of at least one 
ejaculated specimen of semen This operation is not infallible 
but it is successful m a good proportion of these cases which 
m the past rve have not been able to reheve by the older methods 
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of the subjects covered Remember Musser and Kell) 5 Treatment covers the 
ertfirf jfoJ/ It « a Treatment that mil gii e j ou more service — servree — 
t han any other 


Thomson's Clinical Medicine 


Clinical Aledicine By William Hanna Thom'^on, M V LL D, 
formerly Professor of the Practice of Medicine and ol Diseases of the 
Nervous System, New York Universitj Medical College Octavo of 
678 pages Cloth $5 50 net fobUshKi Jimiarr i«» 

SECOND EDITION 


This new work represents over e huff etnlury of aetne prarft e and Uath 
rarw It deals with bedstJe medicine — the appltcatwn of medical knowledge for 
the rehef of thesick. first the meaning of common and important svOiptoms is 
r,fntMv then follows a chapter on the use of remedies and a class n 



PRACTICE OF MEDICINE 


$ 


Ward’s Bedside Hematology 

Bedside Hematology. By Gordon R Ward, M D , Fellow ol the 
Royal Society of Medicine, London England Octavo of 394 pages, 
illustrated Pubiwutd Aptii wk Cloth $3 50 net 

INCLUDING VACCINES AND SERUMS 
Dr Ward s work gives you the exact technic for obtaining the blood for ex 
ainination the making of smears the blood count finding coagulation time etc. 
Then It lakes up each disease giving you the synonvms definition nature gen. 
eral pathology etiology bearings of age and sex the onset symptomatology (dis 
cussing each symptom at detaii) course of the disease clinical vaneties compli 
cations diagnosis and treatment (drug diet rest vaccines and serums etc 1 


Faught’s Blood-Pressure 

Blood -Pressure from the Clinical Standpoint. By Francis A. 
Faught, M D , formerly Instructor n Medicine Medico Chirurgical 
College of Philadelphia. Octavo of 47 5 pages, illustrated Cloth, S350net 
SECOND edition— pubUihed November lOlfi 
Dr Faught s book is designed for practical help at the bedside Besides the 
actual technic of using the sphygmomanometer in diagnosing disease Dr Faught 
has included a brief general discussion of the process of circulation The practical 
application of sphygmomanometric findings within recent years make it imperative 
for every medical man to have close at hand an up to date work on this subjecL 


Smith's AVhat to Eat and ^Nhy 

What to Eat and Why By G Carroll Smith M D , Boston 
i2mo of 377 pages Cloth, $275 net Pubu.hee Stptembw, ivis 

SECOND EDITION 

\\ ith this book ) ou no longer need send j our patients 10 a specialist to he 
deled— >ou »iU be able to presenbe the suitable diet yourself just as you do 
other forms of therapy Dr Smith gnes the Mhy of each sutemert he 
mates ft is this tnovmg mfiy which gnes you confidence in the book which 
makes you feel that Dr Smith tnev s 


PenniyIvanU Medical Journal 

Atl ftroush ih » book Dr ih has a<l<trd to bis diet-tic b 1 
cl a jeoeral nsiure which 1 irput la the tmenl praetmoBer 


’ great many valuable ones 




SAU\DEJiS BOOKS OS’ 


Kolmer’s Specific Therapy 


Infection. Immunity, and Specif ic Therapy By JoHS A. Kolmer, 
M D , Dr, P H , Assi5tant Professor of ExpenmentaJ Pathology, Uiw- 
•\ersitj of PennsjK’ama Octavo of 977 pages mth 147 original fllus- 
trattons, 46 m colors, drawn by Erwui F Faber Cloth, $7 00 net 

Second Edition pvbtuhed October 1917 

ORIGINAL ILLUSTRATIONS 

Dr Kobjier s book give* you a full account of infection and tnununity and 
/Ar application of tku kntrttUdgt in the specific diagnosis prevention and treat 
ment of disease The section dev oted 10 immunologic tec Ante giv es ) ou ev ery de 
tail from the care of the centrifuge and making a simple pipet to the actual pro- 
duction of serums and vacanes Lnder tpectfc therapy you get methods of 
making autogenoui jraectnet and their actual ute in diagnosis and treatment. The 
d retnons for injecting vaccines serums salvarsan etc. — mth the ctoc/ duragc — 
arc here given so clearly that j ou »ill be able to use these means of treatment in 
your daily practice \ ou also get full directions for making the ehnical diagnostic 
reactions — the various tuberculin tests luetin mallein and s milar reactions allillus 
tiated with colored pbles The final section is devoted to laboratory espenments 


Anders ^ Boston’s Medical Diagnosis 

(Pubtahea JiOr :«14) 

A Text-Book of Medical Diagnosis By James M Anders M D, 
Ph D.LL.D Professor of ■'fedicine and L Napoleon Boston 31 D 
Professor of Physical Diagnosis 3 Iedico ChirLrgical College Graduate 
School of Alediane, Univ ersity of Pennsylvania. Octavo of 1 348 pages 
with 466 illustrations Cloth $6x)0 net 

SECOND EDITION 


This new edition is designed eipresslv for the general practinoner The 
methods given are practical and e«peaalJy adapted for qu ek reference The 
diagnostic methods are presented in a forceful defin te »av by men who have 
had wide expenenct at the bedside and la the cl meal laboratory 


TLe Medical Record 
-The a»sociatK>a lo 

^oikensmostfemsate 


Its aathorsi p of a ceJrIrrateJ cl i 
It iDa.t loBf occapr a prt-«min« 


I laboratory 



THE PRACTICE OF MEDICIhB 


Anders’ 

Practice of Medicine 


A Text-Book of the Practice of Medicine. By James M. Anders, 
M D , Ph D , LL D , Professor of Medicine, Medico Chirurgical College 
Graduate School, Universitj. of Pennsylvania Thirteenth Edition, with 
the assistance of John H Musser, Jr , B S , M D Associate m Medi- 
cine, University of Pennsylvania Handsome octavo, 1259 pages, fully 
illustrated Cloth, $6 00 net Published October, 1917 

The success of this work is no doubt due to the extensive consideration given 
to Diagnos s and Treatment under Differential Diagnosis the points of distinction 
of simulating diseases being presented in tabular form In this new edition 
Dr Anders has included all the most important advances in medicine keeping 
the book within bounds by a judicious elimination of obsolete matter A great 
many articles have also been rewritten 
Wm. C. Quine, M.D., 

Pro/ntaf ef Medicine and Chnicat Medicine Coltegi ef Pkysiciani and Surgeon! Chicago 
’ 1 consider Anders Pract ce one of the best single volume worlis before the profess on at 
this t me and one of the best text boohs for med cal students 


DaCosta’s Physical Diagnosis 


Physical Diagnosis By John C DaCosta, Jr , M D , Associate 
professor of Medicine Jefferson Medical College, Philadelphia Octavo 
of 589 pages with 243 original illustrations Cloth, $3 50 net 


THIRD EDlTlON—published November, IQIS 
Dr DaCosta 5 work is a thoroughly new and onginal one Every method 
given has been carefully tested and proved of value bj the author himself 
Normal phjscal signs are explained in detail m order to aid the diagnostician m 
determining the abnormal Both direct and d fferential d agnos s are emphasized. 
The card nal methods of examination are supplemented by full descriptions of 
technic and the clinical utility of certain instrumental means of research 


Dr Henry L. Ehner, Prvfeuor of VfJfeine af S\ raeuse Cnnerut) 
I Ih s And ft m thoroughly CfsnMncpd 

•frtttyn an th » »utjrct In every nay I find it a super or aa 


of th€ best ever 


SAIj\D£J?S ^ooas o\ 


Norris & Landis* Diseases of the 
Chest and Physical Diagnosis 

Diseases of the Chest and the Pnnciples of Phj steal DiajrnosJs 
Bv George Uilu^h Norri- A. B M D Assoa^e in Medicine at 
the Unn-ersitj of Pennsj h-ania and H R, \f IAndis, A B , Jf D , 
Director of Clinical and Sociological Department of the Phipps Inso’ 
tute. Pbladelphia, Octai o of 7S2 pages, -with 4 1 j fllustrabon^^ mo tjy 
onginaL Cloth, $7 CX) net. p«bi«a,d inpurt. i»ir 

STRONG ON INTERPRETATION 

This work presents an admiialile comoinanoti the theorr and appbcatioiis 
of physical diagnosis. It is complete down to the last detaiL The part takes 

nod at sri Ita 


Friedenwald and Ruhrah on Diet 


Diet in Health and Disease Jlxils FaiEDEwtLP "M D., ' 

Professor of Diabases of the Stomach and JoH^ Rcbrah M D Pro- 
fessor of Diseases of Children, College of Thy^aass and Suigeonsj, 
Baltimore. Octavo of 857 pages Pnniisind ji* im 3 Cloth ^4 00 nek 
rocJRTH EorrroN 


This »ew ediaos ta^ been tareJii3T rerewl. Bating it slil! mere useful than tir 1»9 
editmos prenonsJe eztucned. 2he nmdcs on nulli m>a sicobol hare hceo rewmen add taous 

de to those 03 mhercelosj Ibe sa.t free diet aad rectal feed nj and several tables added. 

■Ddoding mtoa s, Jhomng the coippost on of d.ibenc foods. 

Geoite Dock. M V 

Prvfaier tf Tkitrr and FritA.* rf atauil ifn/mae 3Vii«e Cm^n/r 
“1» Seems to roe that joa hare prepared the roost ealuable work of the kind eoW ara2ahle. 
I am eT>eeu3» Is the tong Lit cf ktiaJvses of ihaerent bads of foods. 


Carfer’5 Diet Lists 

Diet Lists of the PnESErrERikN Hospital or New "koRK Cm 
Cdropiled, with notes, br Hekpert S Cartes, U D i-mo of ly 


Oath Sr 00 net 

_ f r tie TafiOOs d »asef aod (orcoora 

liSezsTC as pte'crhed at the Prtebrtenin HospnaL Reropw are aj.* .ocloded. 


L Pubbshed War 191» 

HeteDr C,rter has 5aBp^ed aU^^e ietjt 



PRACTICE OF MEDICINE 


Kemp on Stomach, 
Intestines, and Pancreas 

Diseases ol the Stomach, Intestines, and Pancreas. By Robert 
Coleman Kemp, M D , Professor of Gastro intestinal Diseases at the 
New York School of Clinical Medicine Octavo of 1096 pages with 
428 illustrations Cloth 00 net. 

NEW (3d) EDITION ^published April 1917 
The new edition of Dr Kemp s successful work appears after a most search 
1115 revision Several new subjects have been introduced notably chapters on 
Colon Bartllus Injection and on Diseases of the Pancreas the latter article being 
really an exhaustive monograph covenng over one hundred pages The section 
on Duodenal Wker has been entirely rcwntten Visceral Displacements are given 
Special consideration in every case giving definite indications for surgical inter- 
vention when deemed adv isable There are also important chapters on the Inies 
tinal Complications of Typhoid Fever and on Diverticulitis 
The Therapeutic Gazette 

The therapeut c adv ce wh ch is g ven is excellent Methods of phys cal and cl meal 
txam nit on are adequately and correctly described 


Gant on Diarrheas 

Diarrheal, Inflammatory, Obstructive, and Parasitic Diseases of 
the aa,tro-intestmal Tract By Samuel G Gant M D, LL D , 
Professor of Diseases of Sigmoid Flexure Colon Rectum and Anus, 
New\ork Post graduate Medical School and Hospital Octavo of 604 
pages 181 illustrations Cloth, $6 co net 


ILLUSTRATED 


This new work is particularly full on the two practical phases of the sobject— 
and treatment For instance While the essential diagnostic points arc 
^ diagnostic methods is given in a 

a , dijereniial diagnosis of diarrheas of local and those of sys 

temic disturbances is strongly brought out There is a snecial chanter nn Ze 


Gant on Constipation and Obstruction 

beir^acomnleU”!v'orv'^’ non medical (mechanical) and surgical the latter really 
^ng a complete work on rectocolonic surgerv Se«n4 Ed t.«. October I9i« 

roof S7S P»sei » th *50 ihustrat ohS By SawOeL G Ga>T M D Clod *6 00 net. 



SOCKS a\ 


Sollmann’s Pharmacology 

A JManua] of Pharmacolo^ : Its Appucatiovs TO TRERAPEerics 
A>D Toxicouw'i. By Torald SoiLifAxN, M D , Professor of Fhanna- 
co/ogy and Afatena .Medica in the School of Jledjanc of Western Re- 
serve Unj»ersit>', Cle\ eland Octavo of 90 1 pages, UJustrated. Goth, 

S-i-SO net PkiSstw PeVrwr. <«r 

JUST OUT— BASED ON THE IPI6 V. S. PHARMACOPOEIA 

MANUAL. This IS the text or reference volume Two sizes of type are 
used. The broad coscepnoas the geoeralizacoos and those 
detailed djscoisiont of great and pfacncaJ i ilue ta practjcottef and stodeot are set 
in the large type The tnass «f minute details is set in the smaller type with 
frequent side headings to facilitate quick reference Throughout the woA the 
rehfum ej pkarmaechgy' to the pracU^ e of medinae is fordhlf emphasized. The 
really important drugi.^those dru^ that you actually use m > our practice — are 
discussed extensively while those used Jess frequently are dismissed with less con 
sideranoa All the new remedies are included with detailed insttuctiODS for their 
use Vaccines serums saliarsan neosalrazsan pituita/y extract emebn — all 
those new remedies of the Hurtnacop^ia being so extensirely discussed and em 
ployed. Ereiy worthwhile development in the field of pharmacology tsincfuded. 

LABORATORY GUIDE. The exercises in this Ijthoratoty 

present no difficulty m technic and re 
qmre htr/e help froia the rnstructor Jhef teach you bo» to SpeaaJ 
stress 1$ laid on bets with iLrect practical beating 

A LtSttsttn •* tiormMitStci By Touu SoLucm It D Ortxm of jjj p»*«, Slssnud. 


SoIImann^s Actions of Dm^s 

The Actions of Drugs : A Covrse of EeesiextaRI Lectl-res for 
Students of Phariivo Bv Torald Soij.«an\, M D 121110 of 213 
pages Goth, $t 50 net FuM2v 6<M Dr«>l«; IMF 

Amy’s Pharmacy 

Principles of Pharmacy By IIenfi V Ar.m Pn D Professor 
of Chetnisttj, N«rvv Vorlc College of Pharmacy Octavo of 1056 pages, 
nalfr 246 jjjustratjons Qoth, $5 50 net 

SECOND EDITION— ptibhvhed March, 1917 


, . 1 , - —1.-—-, The first part deals with phar 

^ , p ear discussion of tie antfuttetu 

of tie fhartsAtopceii and those 
T..Piiai„u.,,.s ... with the inorganic chemicals 

Ae^ennes of chemistrv the fourth d scusses tie organic chemi^ 
mcludiB, ,0 chemical testing presenOng a systematic groupirg of o« 

discusses the prescription fres^e nme 
'if unS tt IS dispensed the seventh is dev oted to Uboratory w oA wuh 



THERAPEUTICS AND EXERCISE 


Bastedo’s Materia Medica 

Phamiacolo^, Therapeutics, Prescription Writing 

Materia Medica Pharmacology, Therapeutics, and Prescription 
Writing By W A Bastldo Ph G M D Assistant Professor of 
Clinical Medicine Columbia University, New York Octavo of 654 
pages illustrated Cloth $400 net 

SECOND EDITION REVISED AND RESET 

Dr Bastedo s discussion of his subject is very complete As, an illustrat on 
take the pharmacologic action of the drug It g ves you the antisept c action the 
local action on the sk n muco is membranes and the alimentary tract where the 


tolerance — ^habit formation Could any discuss on be more complete more 
thorough ? 

Boiton Medical and Surgical Journal 

Itsa m throughout s therapeut c and pract cal rather than theoret c and pharmacologic 
The text is llustiated wi h s xty we 1 chosen plates and cuts It should prove a usef I con 
tnbuhon to the text book 1 terature on these sub ec s 


McKenzie on Exercise in 
Education and Medicine 


Exercise in Education and Medicine By R Tait McKenzie B 
M D Professor of Physical Education and Director of the Department 
University of Pennsylvania Octavo of 585 pages with 478 original 
illustrations Cloth $4 <x» net 

SECOND EDITION— pubbshed June 191S 
D A SargeanI M D D rtcior ef Hemtn-may Cymnsi um Harvard Vn ty 

1 canno f 1 to be he pful to prac t oners n med c ne The class fica on of a Met c 
games and exerc ses in tabu nr form for d fferent ages sexes and occupat ons s the work of an 
expert It shou dbe n the hands of every phys cal educator and med cat prac t oner 


Bonney’s Tuberculosis 


Second Edition 


1 L liERCuiosis BySitERMAvG HoNSEv M D Profcssor of Mcdi 
cine Denver and Gross College of Medicine Octa\oofoK« pages with 
243 illustrat ons Cloth J7 00 net Half Morocco 50 net 


Maryland Medical Journal 
Dr D nne book s one of the best and 
aspec s h t has et leeti pub si ed. 


exact works on tuberculo is n all ns 
Published May 1910 




SAVXVERS BOOKS OK 


lo 


Sollmann’s Pharmacology 

A Manual of Pharmacology : Its A ppttCATioNs to Therapeutics 
AND ToticoLOG\. B>’ ToRALD SoELMANS, M D . Professor of Phama- 
cology and Matena Jledica in the School of Medicine of Western Re- 
serve Umversitj, Cleveland Octavo of 90 r pages, illustrated Cloth. 

$4 50 net, PaWishea F«breirr mr 

JUST OUT— BASED ON THE 191S U. S. PHARMACOPOEIA 

MANUAL. This IS the test or reference volume Two sizes of type are 
i*ed. The broad conceptions the generalizations and those 
detailed discussions of great and practical value to practitioner and student are set 
in the large type The mass of ennyte details 1$ set in the smaller type with 
frequent side headings to facilitate quick reference Throughout the work the 
n/tt/urn of pharmacolcgy to the practice of medicine is forcibly emphasized The 
real!) important drugs— those drugs that you actually use in your practice — are 
discussed extensively while those used less frequently are dismissed with less con 
sideration. All the new remedies are included with detailed instructions for their 
use Vacaoes serums saharsan neosaharsan pituitary extract, emecn — all 
those new remedies of the fbannacopoeia being so extensively discussed and em 
ployed. Every worthwhile development m the field of pharmacology is included. 

L ABO RATO RV GITIOC. »» lahoratcrj Guide 

present no difficulty in techmc and re 
qiiire little help from the instructor They teach you how to teach jrounelf Special 
stress IS laid on facts with direct practical bearing 

A Ltietturj Caul* l» fiarmaraliifj By TowAlB Soiutuiv 3L V OcU« ol JS5 oxen Haxivud. 

aali, Sis® !«*- 

Sollmann’s Actions of Dni^s 

The Actions of Drugs ; A Course of ELEStESTARv Lectures for 
Students of PnARsiAa By Torald Sollhan'n, i^f D igmo of ztj 
pages Cloth, 5 1 50 net PuUisiedOcubw.isir 


Amy's Pharmacy 

Principles of Pharmacy By Henrv V Arv>, Ph D Professor 
of Chemistry, New York College of Pharmacy Octavo of 1056 pages, 
with 346 illustrations Cloth, <S 50 net 

SECOND edition— publuhed March, I9IT 


the fourth discusses the otyame 

the fifth IS devoted to chemical testing presenting a systemanc rtoup'"® at 
the tesff of the Pharmacopcei i the sixth discusses the prescription froBi^ 
fus writtin unOlitis diTpensed the seventh ts devoted to Uboratory *odt with 
tsircaei m efttanofl •wnting and {/tewual arithmetic 




THERAPEUTICS AND EXERCISE 


Bastedo’s Materia Medica 

Pharmacology, Therapeutics, Prescription Writing 

Materia Medica, Pharmacology, Therapeutics, and Prescription 
Writing. By W A Bastedo, Ph G , M D , Assistant Professor of 
Clinical Medicine, Columbia University, New Yoik Octavo of 634 
pages, illustrated Cloth, ^4 00 net 

SECOND EDITION, REVISED AND RESET 

Dr Bastedo s discussion of his subject is very complete As an illustration, 
take the pharmacologic action of the drug It gives you the antiseptic action the 
local action on the skin mucoMS membranes and the alimentary tract where the 


thorough ? 

Botton Medical and Surtical Journal 

ItsaiiD thioughout is therapeutic and practical rather than theoretic and pharmacologic 
The teat is illustrated with siaty well-chosen plates and cuts It should prove a useful con- 
tnhutlon to th* teat book literature on these subjects 


McKenzie on Exercise in 
Education and Medicine 


Exercise in Education and Medicine. By R Tait McKenzie, B A^ 
M D Professor of Phy steal Education and Director of the Department, 
University of Pennsylvania Octavo of 585 pages, with 478 original 
illustrations Cloth S4 oo net 

SECOND EDITION— published June. 191S 


D. A. Sartfeant, M D., 

it cannoa fail to b« 
XTt I cjt«rci&«5 in tabi 
eipcri li shouid be in tht 


^t^eefer <f/ //immwaj CjmHOJiMm Unit»rstfy 

to pTactrttontTi \n ThtAicme Tbc zhari ficai on 
ir form for diffcrrm ajes sexes and occupations is the i 
lands of every physical educator and medical praci i»oni 


Bonney’s Tuberculosis Second EdiUon 

It BERCbuisis By SHERMAN (• HoNNEv. M D , Professor of Medi- 
cine Pemer and Gross College of Medicine Octavo of ore oasres with 
2 4J illustrations Cloth $7 eo net , Half Morocco, ^8 50 net ' 

Maryland Medical Journal 

tt"t luberculosis m all Its 



SAt'XDSRS" BDOA'S OX 


Garrison’s 
History of Medicine 

History of Medicins Wth Jlcdical Chronolog), Bibliographic 
Data, and Test QuesUors Bj Fieujing H Garri<k>n. M. D . Pnn- 
opal Assistant Libranan, Surgeon Generals Office. Washington, D C 
Cloth. $J 00 net Secood Cditwo pubtuticd Jane. 1917 

THE BAEDEKER OF MEDICAL HISTORY 

The worL begins with aaaent and pmaitH'C mediane and eames you in a 
most interesting and instmctne «as on through Egypnan tnediane Suaieniii 
and Onental mediane Greek medicire the B) rantine penod the 'lotummedan 
, » j. .... .s - -I *■ .’cf the Renaissance the Re- 

' ■ ■ ■ ' ■ ‘nthCeaturi {theageof adi 

“ ■ \ {the age of theories and 

■ ■ organired adiancement of 

science) the Twennetb Cennirj (the beginning of organiied preientne medicine). 
\ou get alt the unportant facts in medical history a tic^afhic d^tiint^rr an 
album of /•’rtmits and a comp' etc mtdu.^ 

Stevens’ Therapeutics nwi Ediuoa. September, ico* 

\ Tevt Book OF MonuLN MaTERi,\ Mr.Dic.\ ash TMERArEtTKS. 
Bi A A. ^tei'e>'-, a AI M I) , Lecturer on Phi-scal Diagcoss lO 
the Uniierati of Pennsihania. Octavo of 675 pages. Cloth 50 net 

Dr Ste%en> Therapeutics 15 one of the most successful works cn the 
subject eier published. In this new edition ihc work has undeigone a 
ver> thorough rensioa and now represents the 'en latest adiances. 

the Medical Record. New York 

Among ibe ouinen».i uea on tbi most important branch of medaal pracoce, 
this fcv Dr S ereni tai ranted tub ibe best. 


Butler’s Materia Medica 

\ TtatT Book or MATWit Medica, Thejeafeitics, a\i> Pharma 
coLOcr By George F Bltxxk, Ph G , 'I D Professor and Ilmd 
of the Departinetit of Therapeutics ard Professor of Pnrtenti'e and 
Clinical Medicine, Cbicairo College of Afedicine and Ciirgerj, 'fodi^ 
Department \alpariso Lniiersitr Ocuio of 702 pages, itlvi»tiated 
Cloth, $4 00 net , Half iforocco, ^3 50 cet pMaMAjm i«* 

For thrs sixth edioon Dr Butler has entireh rwmxJeled fcis work, a grtM 
part hanng been rewntten All obsolete matter has been elinutiated and 
snecMd aneWion has been gii en to tie tosicologic and therapeuoe efef» 
of the newer compounds 

Record. New York ^ 

" ^oel ng ba» been cm red be ibe autbor which m his n>d£™‘ot. would adi » A-« 
corner eoess of the tc»l 



TUERArJ-VTK.'i AM> \tinhtA MUyitA 


>3 


T ousey’s Medical Electricity 
Rontgen Rays, and Radium 

Medical electricity, R9nt|:en Ra>s. and Radium Il> Si\lu,mk 
T ot’sr^ M D.ConsuUmt: Surgeon to St Ihrtliolome^^ s llospitnl 
New York Octi\o of 1 219 picc' with Soi illustrations tg in C( lors 
Cloth $7 50 net pubuoitd r€i>ni»f» i»iJ 

SECOND EDITION RESET 

Tie reTijofi for i’ll* eJ tion «Ji eiljrn el» I r»Ys rew mi In hi jcrrisnl ihe » re 
of itie book tome lOo ^>n;ev Alwu. 50 ne* tUoitml n I Me liten • Hr I Ihe oew 
miner idled inclu let I) i(! e mr, 1 nuxii 1*1 rre ti r*d K'-'jl* w I ten, f ni. 
screen* rOntgenoihenjiy (1 e ewl Ige tit lir I O Ren lubet • I ihe tuihor’i n rll **1 
of d sige ind rt 1 um iher*] y ire noted. The bi» k I » le 11 r r cl rd I s includ ng ie»rr»l 
of Michido 1 tlb lirclittfcit ntofelrrlrci rll «l* elTeel, an 1 use* 

Throughout the enl re w rk rtertll c nertn ng tie trie ly 1 ray* an I ra I um in 
med cibe as well as pt oTolherniy « eipb nr I n del il — noli mi, i» itrt Ii irlls you 
how to equip your ofl ce an 1 tnorc than il at. I w to uie * "r •] 1 *nt«' ei] I111 1 g away 
alt d ffieuU cs It tell* yo 1 ju*l how to a| ] ly ll r e mraiurei n the ireatn ent of i *ease 
The chapters on i/r«rj/ rifpfrr**i ire | rl ularl sat ihlc to ih »e 1 tereste 1 10 dental 


Deaderick {h Thompson’s Endemic 
Diseases of South 

Endemic Diseases of the Southern States It> William H 
Deaihrick M D Member American bocictj of Tropical Mciiicinc , 
and Lo\d TlloMt'-'ON M D Clnrtcr Member Amtncati Association 
of Immunologists Octaao of 546 pages illustrated Cloth $5 00 

RCt Published March 1910 

THE ONLY WORK OF ITS KIND 

This \ ork records the expcnenccs of ti o actn e priclitioncrs an t lenchers 
right in the field and thoroughly fimiUar with the e disoxses I hose d senses nl 
*1 ecid mu nrtance are given i n isi al const ieraiion r f/irn i f r instance is 
gi'en ci„l i chapters fir Us f ill consi Icnti n whle/rt>/ tu ii<r coi ers nine 

clnt lets an I /»r/rm ci„ht ^oll ^ct the cl oln^j | all ol cl meal 1 istory 
dagnosis j ro„n ss jroilghMs and treatment pf each d sense j lescntc I from 
«'erj angle al lays bearing in nun I tl e j radical aim of the \ orW^the »///< r/wi 
of the knowle Ige in daily j raclice 
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SAl/A'OEf!S- BOOKS ON 


Garrison’s 
History of Medicine 

History of MeaiciOf U'lth Xfcdical Chronofog>, BAIiograpfiic 
Data and Test Qucstiors B) Fieloinc H Garrison M D.Pnn 
opal Assistant Dbranan Surgeon Generals Office, Washington, D C. 
Cloth, CO net Seconil Cditioo publnheJ June 1917 

THE BAEDEKER or MEDICAL HISTORY 

The woil. be^s with anoent and pnnuUve mediane and cames you in a 
most interostiog and instruct-v e way on through Egi pnan med cioe Sumenan 


systems) the Nineteenth Century (the beginning of organized adraorement cf 
science) the Twentieth Century (the beginning of organized prei entne mediane) 
N ou get all the important facts in medcal history a iiegrapktc duttfmary an 
album of jrtfdual portrait! and a complete tnedual rhrtmolpff 

Stevens* Therapeutics nwi Einon septemw isoo 

K Text Boon oe Modern MtTERLi Meoica and Tmerapeltics 
Bt \ -V. Stetens a M D , Lecturer on Phjs cal Diagnosis m 
the Uijit crsitv of Pennst U ania. Octai o of 6 75 pages. Cloth J 3 50 net 

Dr Steiens Therapeutics is one of the most successful works on the 
subject c>er published la this ne« edmon the work has undergone a 
tcry thorough revision and no« represents the very latest advances 

the Medical Record New Turk 

“Among the numerous trentises on thA most imporuns branch of medical practice 
this by tlr S even, hai mated wi Ji the best" 


Butler^s Materia Medica 


Sixth Cdthoo 


\ Text Book or ^Lateria Mebica Tkerateutics and Pharma 
OOLOGY By George F Better Ph G , M D Professor and Head 
of the Department of Theiapetrtics and Professor of Presenme and 
Clinical Medicine Chicago College of Medicine and Surgery, Medical 
Department \alpanvo Lniversity Octaio of ;oa pages irtustraterf 
Ooth, 14-00 net, Half Morocco, #3 50 net JNbi»i«<i jw. isoa 


For this srth edition Dr Butler has entirely remodeled hts work a great 
^ obsolete matier has been eluninated. and 


l^edkal Record, Nev YoA 



PHtcT/ci \nrFP/i MEDIC \ rti 


>s 


The American Pocket Medical Dictionary New ithh)z:dtion 

The! fEicAN Pockft Mehical D cti nary Ed fdlv^\ \ Newman Dor 
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